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EDITORIAL NOTE 
The New Advisory Board 


ITH this issue PSYCHOSOMATIC MEDI- 

CINE announces its new Editorial Advisory 
Board. The editors decided unanimously that in 
the interests of efficiency it was desirable to have a 
smaller group than heretofore. 

The present board consists of twenty-two mem- 
bers. Its composition reflects not only the broad 
range of disciplines and specialties within the 
editorial scope of PSYCHOSOMATIC MEDI- 
CINE, but also the willingness of a group of repre- 
sentative and distinguished specialists to give us a 
share of their time and thought. Included in the 
list are one allergist, one anthropologist, one bio- 
chemist, two clinical psychologists, one dermatolo- 
gist, two endocrinologists, five internists, one gyne- 


cologist, two pediatricians, two physiologists, and 
four men representing both psychiatry and psy- 
choanalysis. Some of them, of course, are concerned 
with overlapping fields. More will probably be 
added from time to time. They are to serve for one 
year. 

It is anticipated that the new Advisory Board will 
play an active part in the selection of material for 
the Journat. The editors expect to draw on them 
frequently for advice and criticism. The sound 
judgment available in the Advisory Board gives 
us confidence that the Journat will continue to 
fulfill its responsibilities to an increasing extent. 

Comments and communications from our readers 
are always welcome. 























Studies of Syncope: IV. Biologic 
Interpretation of Vasodepressor Syncope 


GEORGE L. ENGEL, M.D. ano JOHN ROMANO, M.D. 


ASODEPRESSOR syncope is probably the 
WF ce common type of fainting. It occurs as 
an occasional response among normally healthy indi- 
viduals who are faced with overwhelming danger 
with which they cannot cope or who are experienc- 
ing fear which must be denied, such as during first 
experiences with venipuncture or minor surgical 
procedures. It also occurs as a repetitive reaction 
in some neurotic individuals, in whom it represents 
a physiologic concomitant of certain emotions—a 
vegetative neurotic symptom involving primarily the 
circulatory system. Finally it also occurs during a 
wide variety of internal and external injuries, with 
or without pain and with or without loss of blood. 
Thus, when considered from the point of view of 
etiology it is evident that vasodepressor syncope 
seems to occur as a general reaction to real, threat- 
ened, or phantasied injury. 

The widespread occurrence and the general char- 
acter of this reaction as a response to injury, real 
or threatened, lead to two fundamental questions. 
What is the origin of this reaction and what possible 
purpose could it have been meant to serve? Other 
than relief from awareness of pain or injury, vaso- 
depressor syncope would seem a futile or at least 
hazardous reaction, rendering the individual even 
more vulnerable to injury, and hence one must 
wonder whether a potentially useful reaction has 
not in some way become distorted. 

To understand this phenomenon we must first 
consider the emotional experience of fear. Darwin, 
in his classical work on the expression of the emo- 
tions (3), has described the physiologic pattern of 
fear as an innate response to danger in which safety 
lies in flight. He emphasizes that fear is seen char- 
acteristically in animals that are not equipped with 
special means of defense or attack, and hence are 
especially vulnerable to injury unless recourse can 
be had to flight. Such animals as the lion on the 
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versity of Rochester School of Medicine, Rochester, N. Y. 

Presented at the Annual Meeting of the American Society 
for Research in Psychosomatic Problems, Inc., Atlantic City, 
May 3, 1947. 


one hand and the skunk and armadillo on the other 
are proverbially known as “fearless.” Darwin's 
description of fear in animals is worth quoting: 


With all or almost all animals, even with birds, 
terror causes the body to tremble. The skin becomes 
pale, sweat breaks out, and the hair bristles. The se 
cretions of the alimentary canal and of the kidneys are 
increased, and they are involuntarily voided, owing to 
the relaxation of the sphincter muscles, as is known to 
be the case with man, and, as I have seen with cattle, 
dogs, cats, and monkeys, the breathing is hurried. The 
heart beats quickly, wildly, and violently, but whether 
it pumps the blood more efficiently through the body 
may be doubted, for the surface seems bloodless and 
the strength of the muscles soon fails. The mental 
faculties are much disturbed. Utter prostration soon 
follows and even fainting. A terrified canary bird has 
been seen not only to tremble and to turn white about 
the base of the bill, but to faint, and I once caught a 
robin in a room which fainted so completely that for 
a time I thought it dead... . Extreme fear often 
acts at first as a powerful stimulant. A man or animal 
driven through terror to desperation is endowed with 
wonderful strength and is notoriously dangerous in the 
highest degree (page 77). 


Darwin then develops the concept that fear, born 
of innumerable injuries in the course of evolution, 
prepares for possible injury and automatically 
arouses the body for defense. 

‘Walter Cannon (2), in his classical studies of the 
physiologic changes during fear, pain, and anger; 
has further developed this and he was also im 
pressed with the fact that these reactions are deeply 
inwrought in the workings of the nervous system, 
that they are reflex in character, and that theif 
primary purpose is to preserve the welfare of the 
organism by preparation for intense physical effort 
i.c., flight or struggle. These physiologic change 
include acceleration of the heartbeat, increased blood 
flow to muscle, decreased blood flow to skin and t 
the gastrointestinal tract, augmented ventilation, re 
laxation of bronchioles, increased muscle endurano 
sweating, and other changes which are of less im 
portance to this discussion. At the same time, how 
ever, Cannon recognized that these emotions maj 
at times have depressive rather than stimulating 
effects, that the animal may actually be paralyzet 
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ENGEL AND ROMANO 


by terror or immobilized by pain. It is this apparent 
contradiction which we believe supplies the key 
to the understanding of vasodepressor syncope. 

When one analyzes the physiologic changes oc- 
curring during vasodepressor syncope it is evident 
that they include many which Cannon described as 
part of the general preparation for physical effort. 
Thus, there is decreased blood flow to the skin, 
while blood flow to muscle is greatly augmented, 
amounting perhaps to as much as 1.5 liters per 
minute for an average sized man (1). In the initial 
stage the pulse is often accelerated. Respiration is 
increased, either as frank hyperventilation or as 
frequent sighing. Sweating occurs. On the other 
hand, developing concurrently, one sees certain evi- 
dence of inhibition. The pulse rate, which may 
have originally accelerated, may suddenly slow. 
Muscle tone and strength seem to diminish, and the 
patient complains of weakness of his legs and finds 
it dificult to stand or exercise. Peripheral vascular 
resistance decreases (1), but whether this is to be 
explained solely on the basis of vasodilatation in 
muscle or whether there is inhibition of vasocon- 
striction elsewhere, such as in the splanchnic area, 
remains as yet unknown. As a result of these 
changes blood pressure falls, and when it reaches 
a critically low level the patient loses consciousness 
and falls, if he has not already abandoned the stand- 
ing position because of weakness. The effect of the 
motionless erect position is of importance in this 
reaction because of the additional tendency of blood 
to pool in the dependent portions of the body, the 
diminished pumping action of the muscles, and the 
decrease in cardiac output in the erect position (5). 
The reaction may be initiated in the recumbent 
position, but rarely proceeds to the point of 
unconsciousness. 

This combination of stimulating and inhibiting 
activities suggests that a purposeful reaction has for 
some reason been inhibited in the course of its 
development. When we now examine the circum- 
stances under which vasodepressor syncope takes 
place, this would indeed seem to be the case. 
Classically, vasodepressor syncope seems to occur in 
settings of real, threatened, or phantasied danger 
when appropriate action is inhibited or impossible. 
Thus, it may occur sporadically in emotionally 
healthy individuals when they are faced with a new, 
unknown, and possibly dangerous or painful ex- 
perience, particularly when there is an exaggerated 
need to deny any apprehension or wish to escape. 
The most common example is the faint following 
Yenipuncture, particularly in certain settings, such 
as examinations in groups, where there is a greater 
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need to maintain a good “front.” Usually it is a 
“first time” experience, and when the individual 
becomes familiar with the procedure and knows his 
ability to cope with it, he no longer faints. After 
recovering from a faint of this sort patients have 
been asked, “If you had felt perfectly free to do or 
say what you wanted, what would it have been?” 
The usual response is that they would have left the 
scene or have upbraided the examiner for subjecting 
them to such a procedure, particularly when they 
were unprepared. 

When vasodepressor syncope occurs repetitively 
in the absence of such physiologic precipitating fac- 
tors as recurrent massive hemorrhage, it is our 
opinion that it represents a neurotic symptom (4) 
and the same factors are evident to an even 
greater degree. Aere one deals with an overdeter- 
mined, unconscious fear of mutilation and usually 
with the reaction formation of an exaggerated need 
to deny weakness, often expressed by unusual pride 
in muscle mass or body build. The conflict origi- 
nates internally, so to speak, within the mental 
apparatus, and the reaction may be initiated by 
threatening inner forces or by outer threats which 
ordinarily are considered minor. These individuals 
seem incapable of mastering these threats and faint 
repeatedly. The danger, then, actually arises from 
within the unconscious portion of:the mental appa- 
ratus, and even when it is projected to the outside 
and interpreted primarily as an outer threat, the 
patient cannot escape it. When the ego is thus over- 
whelmed, the preparation for flight takes place but 
flight is impossible and fainting may then occur. 
The primitive flight from threatened injury is thus 
overdetermined, but no way of fleeing presents itself. 

Pain, too, may lead to vasodepressor syncope, 
especially when it is of sudden onset, is unexpected 
or unexplained, when it is poorly localized or arises 
from deep structures, or when it is very intense. 
Here again the primitive response is to flee from 
the source of the pain, but the reaction may be 
inhibited by confusion as to what to flee from and 
how to flee from it. Indeed, attempts to flee may 
make the pain worse. Obviously, many psychologic 
variables will help determine the reaction. 

And, finally, vasodepressor syncope occurring in 
response to injury, with or without pain, and with 
or without blood loss, will be determined by similar 
factors. When the injury has already taken place 
flight from it may no longer be possible, and yet 
there is a certain tendency to behave as if external 
forces continued the injury. With injury, however, 
other factors which increase the tendency to faint, 
may come into consideration. These include actual 
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decrease in blood volume, loss of fluid into injured 
tissues, vascular damage due to the injurious proc- 
ess, and sometimes damage to the nervous system. 
These factors will help to induce the faint and 
will have much to do with whether the reaction 
merges into primary shock. 

Certain experimental observations are available 
which further support this formulation. 

1. In most instances venipuncture provokes no 
significant alteration in pulse or blood pressure. 
However, some subjects who have previously fainted 
with venipuncture may manifest a certain apprehen- 
sion which is conscious and often expressed, perhaps 
in the form of a facetious comment. In such cases 
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Fic. 1. S. S., a 22-year-old man with past history of vaso- 
depressor syncope. With venipuncture there was a rise in 
pulse rate and blood pressure, the patient flushed, and made 
sarcastic comments. Vital signs then returned to normal. 


one often sees a rise in blood pressure and increase 
in pulse rate which lasts a minute or two and then 
returns to normal. 


Experiment 1 (Fig. 1) 


This illustrates such a response to venipuncture in 
a young man who had fainted a number of times in 
the past and who was receiving psychotherapy. 
When the experimenter approached unexpectedly 
with the needle, he flushed and commented, “What 
are you guys doing, practicing?” The response sug- 
gests the beginning of the purposeful flight reaction, 
partial discharge through speech, and then quick 
return to normal as the need for the reaction 
vanishes. 





VASODEPRESSOR SYNCOPE 


Experiment 2 (Fig. 2) 


Occasionally one sees both phases in the same 
patient. A 21-year-old girl with a dystonia involving 
the left arm, had fainted a number of times follow- 
ing venipuncture and upon seeing blood. After the 
patient had been standing five minutes during a 
routine physical examination, she was instructed to 
continue standing regardless of what happened and 
was told that a venipuncture was to be done. She 
asked to be allowed to sit down, but this was 
ignored. There was an immediate flush and rise in 
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Fic. 2. M. N., a 21-year-old girl with dystonia involving 


left arm. When venipuncture was discussed and then per- 
formed on the dystonic arm, the patient first objected and 
then submitted. Pulse rate and blood pressure first rose, a 
flush developed, and there then followed typical vaso 
depressor syncope. 


pulse and blood pressure when the syringe was 
produced. When the dystonic arm was prepared 
for venipuncture, the patient again objected, saying 
she could not hold the arm still and that it might 
be injured. This was also ignored and venipuncture 
was carried out. This was quickly followed by 
typical vasodepressor syncope. When questioned 
after recovery, the patient said she first felt angry, 
then helpless. Her impulse was to refuse to comply, 
then to flee, but she suppressed this and submitted. 
During the recovery period she apologized profusely 
for “being a baby.” In short, appropriate action was 
initiated and then inhibited. 
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ENGEL AND ROMANO 


2. It has been possible in a few instances to ob- 
serve the reversal of vasodepressor syncope by pro- 
voking certain reactions which evidently overcome 
the inhibition. 


Experiment 3 (Fig. 3) 


Vasodepressor syncope was induced in a 28-year- 
old man by distension of a rubber balloon in the 
rectum. The patient was seated in bed. When 
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in spite of the fact that the balloon remained in 
place and inflated several minutes more. 


Experiment 4 (Fig. 4) 


A 61-year-old man had fainted on frequent oc- 
casions upon venipunctures, hearing bad news, 
and seeing blood. Several blood pressures were ob- 
tained while he stood motionless. He then saw the 


syringe and needle and had a slight fall in blood 
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Fic. 3. In this case vasodepressor syncope was induced by distension of a balloon in the rectum. At 9 minutes intra- 


luminal pressure was increased, resulting in pain, an angry outcry by the patient, and disappearance of the syncopal 


symptoms. 


400 cc. of air had been introduced and intraluminal 
pressure was 80 cm. H,O, typical symptoms of 
vasodepressor syncope developed and blood pressure 
fell to 70/50 mm. Hg. Pressure within the balloon 
fell slowly to 56 cm. of water, but syncopal symp- 
toms persisted although blood pressure had risen 
slightly to 84/60 mm. Hg. At this point an addi- 
tional 200 cc. of air were rapidly introduced, and 
intraluminal pressure rose to 100 cm. H,O. This 
provoked pain and an angry outcry on the part of 
the patient who said he would tolerate no further 
experimentation. Pulse and blood pressure quickly 
teturned to normal and the symptoms disappeared 
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pressure, which quickly returned to normal, when 
no move was made to indicate that he was to be the 
victim. He was next told that blood was to be 
drawn. He expressed fear that he might faint and 
asked to be allowed to lie down. This was refused 
and he was told that if he felt faint he should exer- 
cise vigorously by running in place and that that 
would promptly overcome the faint. Blood pressure 
began to fall during this discussion and continued to 
fall after the venipuncture. In three minutes blood 
pressure was 90/70 mm. Hg, the patient was pale, 
sweating, and sighing. He was then urged to exer- 
cise, following which the circulatory condition 
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VASODEPRESSOR SYNCOPE 


to normal and the symptoms Experiment 5 (Fig. 5) 


A 35-year-old man had fainted frequently in the 
past. After his response to tilting had been proven 
to be normal, a venipuncture was done preparatory 
to his first exposure to simulated altitude in the 


= e* decompression chamber. Typical vasodepressor syn- 
: + cope developed. The subject was observed on the 
: eS tilt table over the course of one hundred and forty 






minutes. On four occasions tilting from the recum- 
. bent to the erect position led to recurrence of syn- 
cope. He was then instructed to exercise by running 
in place and after two periods of exercise the 
circulatory abnormalities disappeared. 

These observations indicate that when the patient 
is able to express certain aggressive feelings or to 
become physically active, the syncopal reaction may 
be overcome. However, it would be incorrect to 
a. leave the impression that exercise alone is always 
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Fic. 4. Vasodepressor syncope was provoked by veni- Experiment 6 (Fig. 6) 


puncture in a 6l-year-old-man. When blood pressure had 
reached 90/70 mm. Hg and fainting seemed imminent, he 


A 17-year-old music student presented the typical 


exercised for thirty seconds with complete disappearance of Picture of repetitive vasodepressor syncope of neu- 


symptoms and signs in the standing position. 

















rotic origin. He illustrated clearly the exaggerated 
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Fic. 5. Vasodepressor syncope occurred following a venipuncture. During the next 140 minutes the patient was tilted 
from the recumbent to the erect position three times and marked fall in blood pressure occurred each time. After two periods 


Time INTERVAL 


of exercise the reaction disappeared. 
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fear of injury and mutilation and the equally 
exaggerated reaction formation of bantering bravado 
and facetiousness. After the patient had been stand- 
ing for two minutes an assistant entered the room 
with a syringe and needle and placed it on the bed- 
side table. Vasodepressor syncope promptly devel- 
oped, blood pressure falling to 45/20 mm. Hg. The 
patient was urged to run in place, which he did 
with great difficulty because of weakness. Blood 
pressure rose to 80/60 mm. Hg, but immediately 
fell when he stood motionless. This was repeated 
five times without overcoming the faint. Twice he 
“grayed out,” but did not lose consciousness. He 
was then allowed to sit in a chair; blood pressure 
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Fic. 6. Vasodepressor syncope resulted when this 17- 
year-old boy saw the syringe and needle. Exercise raised 
the blood pressure, but it fell to low levels as soon as the 
patient stood motionless. This was done four times. Blood 
pressure also fell in the sitting position, but was maintained 
at a slightly higher level when he carried out problems in 
mental arithmetic. A recumbent period of ten minutes and 
another exercise period did not overcome the faint. After 
two hours recumbent he recovered. 


fell as before. While seated he carried out problems 
in mental arithmetic during which blood pressure 
was maintained at a slightly higher level. Exercise 
while seated elevated the pressure to 80/30 mm. Hg 
but only fleetingly. Pulse during the entire period 
was 48 per min. and he manifested ghastly pallor. 
While recumbent blood pressure rose during twelve 
minutes to 105/80 mm. Hg, but upon standing 
hypotension promptly recurred and again was only 
transiently affected by exercise. After two hours 
recumbent the patient recovered. 

The patient cited in Experiment 2 was also exer- 
cised but failed to improve and was forced to lie 
down. 

These two experiments indicate that while exer- 
cise leads to a transient rise in blood pressure it does 
not necessarily overcome the inhibitory reaction. 
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These patients found it very difficult to exercise 
because of weakness. In Experiment 6 it was note- 
worthy that as far as the patient was concerned the 
threat of venipuncture was never removed. Evi- 
dently if the inhibiting stimulus is strong or is not 
removed, the mechanical effects of exercise exert 
only a transient effect and do not overcome the 
reaction. 


3. We have repeatedly observed that recovery 
from vasodepressor syncope is prompt if the patient 
experiences a convulsion. The generalized motor 
discharge seems to be useful in overcoming the 
reaction. 


DISCUSSION 


We have presented the concept that vasodepressor 
syncope results when the primitive reflex prepara- 
tion for flight or struggle is initiated, but then for 
some reason appropriate action becomes impossible 
or must be inhibited. Preparation for action that is 
not forthcoming or that is actually inhibited is pro- 
foundly disruptive of efforts to maintain homeo- 
stasis, and a new group of symptoms, namely, the 
faint, results. 

Physiologically the circulatory preparation for 
flight involves chiefly a shift of blood away from 
nonessential areas, such as the intestines, to organs 
necessary for action, notably muscle. As long as 
muscle tone and muscular activity continue, intra- 
muscular pressure no doubt remains high and proba- 
bly allows for increased blood flow without serious 
reduction in peripheral resistance. As is well known, 
during exercise muscle blood flow increases enor- 
mously, as do cardiac output, pulse, and blood 
pressure. But should one attempt to stand motion- 
less immediately after strenuous exercise, fainting 
may occur. In vasodepressor syncope the earliest 
and most constant symptom is muscle weakness, 
and indeed, some patients fall before they lose 
consciousness. This suggests that inhibition of 
voluntary muscle tone is an important feature of 
vasodepressor syncope. It has also been demon- 
strated that blood flow to muscle increases and 
peripheral resistance decreases (1). This combina- 
tion suggests that inhibition of muscle activity after 
the blood has been shunted to muscle may play a 
decisive role in the decreased peripheral resistance 
and consequent fall in blood pressure. Barcroft 
et al. (1), studying posthemorrhagic vasodepressor 
syncope, calculated that as much as 1.5 liters of 
blood may be shunted to muscle in this fashion, and 
believe this accounts completely for the fall in blood 
pressure. In the erect position, gravity also con- 
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tributes in an important way. We are not yet pre- 
pared to accept muscle as the only site of vasodilata- 
tion during vasodepressor syncope, though it may 
well be the most important one. There is as yet no 
way of knowing whether inhibitory influences do 
not also affect vasoconstriction in other areas, such 
as in the splanchnic or skin circulations. Although 
in the erect position pallor of the upper portion of 
the body is prominent, many individuals show 
marked flushing of the face immediately upon be- 
coming recumbent. In the one observation we have 
made so far (Experiment 2) the prefaint cyanotic 
mottling of the legs in the standing position sud- 
denly changed to a diffuse flush during the faint, 
suggesting sudden vasodilatation. The abrupt brady- 
cardia may be considered another evidence of inhi- 
bition. Further observations are needed to clarify 
these points. 

Thus a reaction which was initiated to serve a 
useful purpose, the safety of the organism, becomes 
inappropriate and a pathologic reaction is the out- 
come. This new symptom, however, may still ful- 
fill certain functions. As consciousness is lost, so 
also is lost the awareness of the threatening or pain- 
ful stimulus. This may be considered a secondary 
line of defense in the organism’s attempt to main- 
tain stability, admittedly an inadequate solution, 
but an attempted solution none the less. 

In previous studies we have attempted to differ- 
entiate between vasodepressor syncope and hysterical 
syncope (4). Both result from unsuccessful attempts 
to handle certain noxious stimuli that threaten inner 
equilibrium. In vasodepressor syncope a primitive 
reflex preparation for flight, mediated chiefly through 
the autonomic nervous system, is attempted, but is 
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blocked by certain powerful inhibitory forces and 
the fainting reaction is the outcome. In hysterical 
syncope, flight from the threatening inner force js 
achieved by the psychologic mechanism of repres- 
sion, with return of the repressed wish in symbolic 
form in the symptom of the hysterical faint. This 
process takes place entirely within the mental appa- 
ratus and is not reflected so far as we know by any 
changes in the autonomic nervous system or in brain 
metabolism. In both instances the solution of the 
conflict is only partially successful as in neither case 
is the patient able to cope effectively with danger. 
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TOWN HALL PRESENTS PSYCHIATRY PROGRAM 
Town Hall, New York City, has planned a program of six lectures on psychiatry for pre- 
sentation to the layman. The schedule is as follows: 


October 20 Dr. Carl Binger: What is Mental Health? 
October 27 Dr. Edward A. Strecker. The Psychiatric Implications of Immaturity 


November 3 Dr. Franz Alexander: 


What is a Neurosis? 


November 10 Dr. Roy R. Grinker: The Psychology of Middle-Aging 
November 17 Dr. Thomas A. C. Rennie: What is Psychotherapy? 
November 24 Dr. Frank Fremont-Smith: Mental Health and World Citizenship 


Each lecture will be given at 5:30 p.m. in the Town Hall Auditorium. A single admission is 


$2.50, and the fee for the entire course is $10.00. 
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Preliminary Report on a Psychosomatic 
Study of Rheumatoid Arthritis 


ADELAIDE JOHNSON, M.D., LOUIS B. SHAPIRO, M.D., ano 
FRANZ ALEXANDER, M.D. 


INTRODUCTION 


OR a long time it has been recognized that 
F emotional factors play a role in rheumatoid 
arthritis. Nicolson (10) and Williams (17) studied 
the effects of hypnosis in such patients. Emer- 
son (3), Thomas (15), Pottenger (13), Nissen and 
Spencer (11), McGregor (9), Cobb et al. (2), and 
Ripley et al. (14) have contributed important obser- 
vations on the relationship of psychologic factors 
to rheumatoid arthritis. 

Seeking an understanding of physiologic mecha- 
nisms, Wright and Pemberton (19), Kovacs (7), 
and Wolff and Mittleman (18) studied the rela- 
tionship between emotional reactions and skin 
temperature in these arthritics. Patterson e¢ al. 
(12) were concerned with prolonged circulatory 
disturbances secondary to emotional factors and 
their possible influence on the course of the illness. 
Trommer and Cohen (16), believing that even in a 
quiescent disease process of the joint there remains 
a spastic state of the muscles, emphasized the fact 
that increased comfort could be obtained for pa- 
tients through the use of neostigmine. 

Fenichel reported a female case of MacFarlane’s 
(8) whose arthritic symptoms had a double psy- 
chological meaning. Unconsciously it meant for 
the patient both a punishment for her hostile com- 
petitive feelings toward men and an atonement for 
her favorite activity, dancing, of which her father 
had disapproved. 

Booth (1) and Halliday (5, 6) have reported 
highly significant observations of the personality 
traits and psychologic factors in rheumatoid ar- 
thritic patients. Groddeck (4) reported analysis of 
a woman with spinal arthritis in which the disease 
seemed to be a defense against the heterosexual 
role. 


From the Institute of Psychoanalysis, Chicago. 

Presented at the Annual Meeting of the American Society 
for Research in Psychosomatic Problems, Inc., Atlantic City, 
May 3, 1947. 

The following paper is a preliminary report. A final report 
will appear later in monographic form. 
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This presentation will be restricted to the psycho- 
dynamic findings in a study of 33 cases of rheuma- 
toid arthritis; 18 of these were seen in therapeutic 
sessions; 15 in anamnestic interviews. There were 
4 male and 29 female patients. The psychodynamic 
formulations pertaining to women have accordingly 
a greater validity at this point. The clinical supervi- 
sion of our patients has been primarily in the hands 
of Dr. David Markson; Dr. Harvey Horwitz has 
cooperated in making many cases available. 

The women patients show impressive similarities 
in nuclear conflict situations and in general per- 
sonality structure. Although our findings on men 
are not sufficiently extensive to make generalizations 
at the present time, our impression is that in the 
male patients also, certain features are recurrent. 


OVERT PERSONALITY FEATURES 


A conspicuous characteristic of our women pa- 
tients is a tendency toward bodily activity, mani- 
festing itself in an inclination toward outdoor and 
competitive sports. In the period of latency and 
in adolescence they show decidedly tomboyish be- 
havior. In contrast to this active tendency, they 
show in adult life a strong control of all emotional 
expression. Booth made similar observations on 
45 cases. Halliday stressed this tendency to control 
and self-restriction. 

In the majority of our female cases there is a 
striking need to be of service to other people. Al- 
though their dependence upon persons in the en- 
vironment is obvious, it is subtly masked by ser- 
vice and activity, overtly masochistic in character. 
In respect to their children, the patients in our 
study are generally demanding and exacting. While 
they worry and do a great deal for their children, 
at the same time they dominate them. In a very 
small group, the masochism is not a character trend 
but appears to be restricted more to the concept of 
the feminine sexual role, against which they de- 
fend themselves in the manner of the hysterical 
woman. 
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The sexual behavior of all the female cases shows 
the common feature of an overt and easily recog- 
nizable rejection of the feminine role, the so-called 
masculine protest reaction. They assume certain 
masculine attitudes, compete with men, and can- 
not submit to them. The husbands are for the most 
part compliant, and more passive than their wives; 
several husbands even have physical defects. The 
husbands readily accept the part of serving their 
incapacitated wives. 


PRECIPITATING EVENTS 


On superficial inspection the precipitating factors 
of the disease seem to be without any common 
denominator. They cover a wide range of external 
and psychologically significant events; indeed they 
run the whole gamut of life situations; birth of a 
child, miscarriage, death in the family, change in 
occupation, sudden change in marital situation or 
sexual relationship, a great disappointment in some 
interpersonal relationship. It is, therefore not as- 
tonishing that such an observant investigator as 
Halliday found little rhyme or reason in causative 
factors. If, however, we focus our attention on 
what these various events mean to the patients, 
we can reduce the precipitating causes to a few 
significant psychodynamic factors. 

1. The disease process seems to have developed 
in these women patients when an unconscious re- 
bellion and resentment against men increased, as 
for instance when a patient was abandoned by a 
man with whom she had felt safe, or when a pre- 
viously compliant man became more assertive, or 
when a man in whom the patient had invested a 
great deal disappointed her. . 

2. The disease may also be precipitated by events 
which tend to increase hostility and guilt feelings, 
previously latent and adequately handled through 
the patient’s self-sacrifice and service to others. The 
birth of a child with consequent reactivation of an 
old sibling rivalry may be the disturbing factor. 
Hostility and guilt may be mobilized because ade- 
quate opportunities for self-sacrificing service are 
thwarted, as in the event of a miscarriage or of the 
death of a hated dependent relative, or when cir- 
cumstances force the patient into a situation where 
she must accept help beyond her ability to com- 
pensate with service. 

3. Finally in a few cases the process appears to 
have begun when a masculine protest reaction was 
intensified in order to serve as a defense against fear 
of sexual attack. One woman developed an acute 
arthritis of the hips and knees when exposed to a 
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sexual threat and a 16-year-old girl suffered an ex. 
treme stiffening of the back with arthritis after a 
sexual assault by the father. 


IMMEDIATE UNCONSCIOUS 
BACKGROUND 


The overt personality features in these*women are 
defenses against their feminine and dependent role 
in respect to men and children, and to society in 
general. Two outstanding modes of behavior indi- 
cate the immediate dynamic situation. 1) All the 
female cases are classical examples of masculine 
protest reaction—a rejection of the feminine fune- 
tions. The defense mechanism utilized by all of 
them is hostile masculine identification which pro- 
duces the typical phenomenon of bisexuality. The 
rejection of the feminine role, the wish to be a man, 
is in many cases naively and openly expressed. In 
other cases it shows itself more in derivatives: being 
head of the house, controlling the environment and 
making the decisions. Interest in competitive sports 
is the most common manifestation of this pattern in 
earlier life. Some of the patients show their mascu- 
line identification in a predilection for the mascu- 
line posture in the sexual relationship. In the 
deeper psychoanalytic material, the masculine iden- 
tification appears at times through the utilization 
of the neck or limbs, or of the whole body as phallic 
symbols. This identification has always a hostile 
connotation and is often linked with castrative im- 
pulses both in the form of grabbing with the hands 
and of oral incorporation. Such a competitive rela- 
tionship with men serves as one means of discharg- 
ing hostile feelings. 2) With few exceptions the 
cases show an excessive masochistic need to do for 
others, which serve both as a discharge of the hos- 
tility and as a denial of their own extreme depen- 
dent demands. 

The general psychodynamic background of all 
these patients is a chronic, inhibited, hostile aggres- 
sive state, relieved by discharge through the two 
character trends discussed above. 


A case illustrative of the first mode of defense is 
Mrs. S. G., 28 years old, who developed painful stiff 
muscles immediately after she found out her husband 
had had a love affair. After continued pain and stiff- 
ness of the muscles for a few months, she developed a 
fairly generalized arthritis. Her mother was a con- 
scientious, but cold woman; the father had deserted 
the family when the patient was 2 years old. She was 
very competitive with an older brother and spent much 
of her childhood in outdoor activities. She felt that 
her mother’s role and the position of woman in general 
was unbearable and said openly she would rather die 
than tell her husband she loved him, even if she did. 
“Then I could never be on top.” She refused sexual 
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JOHNSON ET AL. 


intercourse for several months after marriage, had 
never had an orgasm, and agreed infrequently to sex 
relations. Although her husband had been a prize 
fighter of sorts and she was a frail appearing little 
woman, she always headed the household and made 
the decisions directing her three young daughters in 
assisting her excellent housekeeping. Her husband’s 
infidelity was the first indication of his rebellion and 
of her inability to compete with him and control him. 
When frustrated in her competition the hostility in- 
creased, found no outlet and the muscle soreness and 
arthritis followed. During analysis she nightly refused 
to go out for recreation with him and finally he was 
unfaithful to her for the second time. This led to an 
acute exacerbation of the illness. 

The masculine protest is far more subtle in such cases 
as Mrs. T. H. who developed acute arthritis of a severe 
nature four different times after lovers had abandoned 
her. Her unconscious hostile identification with men, 
envy of the brothers, interest in sports, and her com- 
petitive relationship to a weak husband were subtly 
integrated in a complicated character structure. Al- 
though she did not have orgasm, she had sexual rela- 
tionships easily with her lovers as the terminal event 
in her machinations to overcome and control them. 
Primitive, destructive tearing, castrative dreams toward 
men were common, often associated with oral incor- 
porative impulses. 

An example of a patient who manifested the second 
type of character defense, the excessive masochistic 
need to serve, is Mrs. E. S., 32 years old and mother of 
three children. She was the eighth of nine siblings. 
The following statement gives a succinct picture of her 
personality: “I am very anxious to get over my arthri- 
tis so I can finish having my family. If my mother 
had not had such a large family I would never have 
existed.” As a young girl she not only did heavy house- 
work and cared for her invalid mother, but she also 
assisted the father with duties on the farm, although 
there was a younger brother. All the siblings went to 
college; after completing high school she went to live 
with her older sister to care for her and her many 
children. In her marriage she continued to display the 
same slavishly serving attitude toward her three daugh- 
ters and her husband. Reaction to a miscarriage marked 
the onset of her arthritic symptoms. On entering 
analysis she said characteristically, “I have no emotional 
problems, but I am glad to do anything for science.” 


GENETIC RECONSTRUCTION 


In respect to the pronounced bisexual attitude 
and the masochistic need to serve, associated with 
a chronic state of hostility, certain family situations 
have been found typical. There is usually a strong, 
domineering, demanding mother and commonly 
a more gentle, compliant father. Booth speaks of 
his patients having stern parents and Halliday 
found that the arthritic had at least one domineer- 
‘ing parent, and that self-restriction began early in 
life. As little girls, our patients developed a depen- 
dence upon and fear of a cold aggressive mother 
and at the same time a great deal of rebellion which 
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they did not dare to express because of that depen- 
dence and fear. This relationship with the mother 
is the source of their intense masochism; the female 
role becomes frightening to them at the oedipal 
period. Those patients who have brothers express 
their sibling rivalry in a hostile identification with 
the males. This attitude is subordinated to their 
dependent relationship on the mother since by 
assuming the masculine role they are more ac- 
ceptable to her. A further component of their 
aggressiveness toward men is based on identifica- 
tion with the mother, whose dominating attitude 
toward a depreciated father they repeat in their 
own relationship to their husbands. There are indi- 
cations that in their oral aggressive attitude toward 
the cold and rejecting mothers lies the earliest basis 
of the later grasping, aggressive attitude toward 
men. This often appears in castrative tendencies in 
dreams. One patient, speaking of jealousy and 
men, said, “I feel like grabbing what they have 
...I am so grabby, I feel I have to hold on 
tight.” The masochistic, serving attitude stems also 
from the earliest mother-daughter relationship; it 
is designed to placate the mother and to resolve the 
guilt feelings toward her which originated in sib- 
ling rivalry and oedipal jealousy. In addition there 
is the wish to atone for the resentment against the 
mother because of her original rejection. The 
masochistic serving attitude allows the arthritic 
woman to express the hostility and at the same time 
to discharge it in a more acceptable fashion, in serv- 
ing but at the same time also dominating the en- 
vironment. Furthermore the suffering is aimed to 
win the mother’s love in which the child never was 
secure. 


DISCUSSION 


The fact that these patients express and dis- 
charge unconscious emotional tendencies through 
the voluntary muscles puts their symptoms in the 
category of hysterical conversion. At least, the 
modus operandi is the same as in conversion hys- 
teria—namely, the expression of an unconscious 
conflict by somatic changes in the voluntary mus- 
cles. Our present assumption is that these muscle 
spasms and increased muscle tonus under certain 
conditions may precipitate an arthritic attack. 

In the majority of our cases the unconscious ten- 
dencies which find expression and discharge in the 
muscle system are chronic hostile aggressive im- 
pulses and the defense against them. Accordingly 
the character structure is of a compulsive nature. 
Two cases, for example, had definite washing 
rituals. 
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In a few of our cases the actual localization of 
the arthritic condition is in relation to a current 
conflict; the affected organs become the focal point 
in which the patient expresses unconscious tension, 
as we observed in their dreams. The sexual conflict 
was expressed in specific representations of the 
limbs or the whole body as a phallic symbolic 
defense against the masochistic feminine wishes. In 
some cases a nonsexual conflict was symbolically 
related to a specific bodily area. 

These findings correspond to Halliday’s assertion 
that arthritic patients show either hysterical or com- 
pulsive character structures. However, we question 
on the one hand Booth’s belief that symbolic use 
of the body is true in all cases, and on the other 
hand Halliday’s assertion that it never occurs. 

In the light of these considerations the arthritis 
cases we have seen could be described as a series. 
At one end are those cases in which aggression and 
defense against attack are handled by discharge 
into somatic conversion with a symbolic expression 
of ideational content. In all gradations to the other 
end of the series we find those cases where the ego- 
syntonic discharge of chronic inhibited hostility 
through muscle activity, hard work, and sports has 
been interrupted, and there develops an increased 
general muscle tonus which may precipitate an 
arthritic attack. Of the cases closest to conversion 
hysteria, we cite the following examples: 1) With 
the mobilization in analytic sessions of strong feel- 
ings connected with oral attacks on the mother’s 
breasts, one patient developed an arthritic condition 
in the sternal-costal joints. 2) Another woman, 
who had been accused of infidelity by her husband 
(who finally asserted himself), developed severe 
arthritis in the ring finger which spread to all the 
fingers of both hands. Moving toward the other end 
of the series are such cases as: 1) A young woman, 
hard working since early childhood, who devel- 
oped arthritis when a hated, dependent younger 
sister died. 2) Another patient with a strong maso- 
chistic need to serve her children developed ar- 
thritis shortly after a spontaneous abortion. Again 
if there is an interruption of the usual mode of 
expressing hostile masculine competitiveness, for 
example, by the husband’s suddenly becoming 
much more capable and strong, we may see the 
muscular tension rise and arthritis develop. In 
quite a few cases, the patient cannot be held in 
analysis. Some women break off and run away be- 
cause the analysis threatens their intense masculine 
protest, the loss of which would make their rela- 
tionship to men intolerable and would throw them 


back on the dreaded mother. 
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In all these cases detailed studies of the widely 
varying precipitating factors of the disease process 
show in the psychodynamic factors of these patients 
a common denominator. As the most general psy. 
chodynamic formulation which can account for all 
our observations of precipitating causes and exacer. 
bations as well as for fundamental etiologic factors, 
we postulate a general predisposing personality 
factor which develops as the result of excessively 
restricting parental (predominantly maternal) atti. 
tudes. In the little child the most primitive expres. 
sion of frustration is random motor discharge. If, 
through punitive measures, this discharge becomes 
associated with fear and guilt, in later life when. 
ever fear and guilt arise there results a psycho. 
logic strait-jacket. These patients try to achieve 
an equilibrium between aggressive impulses and 


~ control. They learn to discharge aggression through 


muscle activity in ego syntonic channels: hard 
work, sports, gardening, actively heading the house. 
They learn also to relieve the restrictive influence of 
the conscience by serving others. Whenever this 
equilibrium is disturbed by specific events which 
interrupt their adaptive mode of discharging hos 
tility and relieving guilt, the chronic inhibited 
aggression leads to increased muscle tonus and in 
some way to arthritis. In the last analysis we 
always see an increase of dammed-up aggressive im- 
pulses resulting either from external obstacles such 
as a recalcitrant husband, or an increase of internal 
inhibition, such as guilt which increases when its 
atonement through service is interrupted. 

In a small number of cases specific sexual con- 
flicts are handled by the typical symbolic conversion 
mechanism. Whether this is superimposed on the 
same character structure as in the majority of our 
cases, or whether this can independently lead to 
the disease is an open question. The fact that in 
some of these latter cases we see a masochistic con- 
cept of sexuality rather than masochism in char 
acter structure makes the second assumption mort 
probable. 

As we progressed in our understanding of the 
psychodynamics of rheumatoid arthritis, we were 
able to explain many of the remissions as wel 
as relapses which took place in patients during 
analysis. 

If the old avenue of discharge for hostility is 
opened up again through sudden compliance on the 
part of the husband, the arthritis has been observed 
to subside. A woman with very severe arthritis 
had to be carried about by her husband. When he 
died suddenly, she got out of bed, assumed chargt 
of everything, travelled across the country for the 
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funeral and made an immediate recovery which 
continued for many months. The recurrence of 
arthritis when opportunities for masochistic ser- 
vice are diminished has been observed, followed by 
its subsidence when self-sacrifice is again demanded 
by family conditions. As the patients become 
more able to receive help in analysis, the disease 
diminishes. 

In the study of arthritis one must bear in mind 
the fact that the personality picture of advanced 
crippled cases is overlaid by a chronic psychologic 
adaptation of the personality to the state of being 
crippled. Time does not allow us to go into details 
of cripple psychology. Naturally the pre-existing 
character has an influence on the behavior, but 
new features dominate the picture. Most authors 
who have studied such cases were impressed by 
the secondary features such as stoicism and op- 
timism. In addition to the self-deceptive wish 
fulfillment, this type of adaptation can be easily 
understood by the fact that the diseased condition 
relieves the patient from guilt feelings and gives 
him the right to expect attention that was previ- 
ously withheld or unacceptable. This was most 
clearly seen in a patient who had had to care for a 
demanding father for years. When her arthritis 
became advanced she said, “Now he will have to 
take care of me.” 


PRELIMINARY THEORETICAL 
CONCLUSIONS 


In these cases the general psychodynamic back- 
ground is a chronic inhibited hostile aggressive state 
as a reaction to the earliest masochistic dependence 
on the mother that is carried over to the father and 
all human relationships, including the sexual. The 
majority of these personalities learn to discharge 
hostility through masculine competition, physical 
activity, and serving, and also through domination 
of the family. When these methods of discharge 
are interrupted in specific ways, the persistent in- 
creased muscle tonus resulting from the inhibited 
aggression and the defense against it, in some way 
precipitates the arthritis. But these factors—rejec- 
tion of a masochistically conceived feminine role 
with its typical defense of masculine protest, in- 
creased muscular tension or spasms due to inhibited 
hostile aggression—are found so commonly in pa- 
tients who do not suffer from arthritis that addi- 
tional etiologic factors, still unknown, must be 
postulated. The nature of these factors is prob- 
ably somatic: inherited, traumatic, or infectious. 
‘Whether further studies of psychodynamics and 
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physiology will allow the claim that certain cases 
may develop a pathologic joint change only as a 
result of chronic muscular tension without any 
predisposing somatic involvement remains to be 
seen. Be this as it may, recrudescence of the 
psychologic conflict situation, according to our view, 
is largely responsible for relapses; and improvement 
of the psychologic situation, for remissions. 

The view that increased muscular tonus is in- 
volved in this disease is further substantiated by 
the extremely common observation that arthritis 
patients complain of muscular rigidity and tense- 
ness upon awakening. Some of them report sleep- 
ing in overflexed positions. In many cases muscu- 
lar stiffness and pain were the precursors of the 
first arthritic attack. We should refer here again 
to the common use of neostigmine by clinicians 
who believe relief of muscle spasm and pain can 
occur even in a burned out joint. In order to test 
the validity of this latter hypothesis we have begun 
a study of muscle tonus in arthritis patients and in 
control groups, with the help of a special apparatus 
devised by Dr. Ralph Gerard of the University of 
Chicago. 
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DR. HAROLD DWIGHT LASSWELL TO DISCUSS DRIVE FOR POWER 
IN SALMON LECTURES ON NOVEMBER 12, 13, 14 IN 
NEW YORK CITY 


Dr. Harold Dwight Lasswell, internationally known political scientist, has been named the 
Salmon Lecturer for 1947 by The Salmon Committee on Psychiatry and Mental Hygiene of 
The New York Academy of Medicine. His lectures, titled “The Dynamics of Power and Per- 
sonality,” will be delivered on Wednesday, Thursday, and Friday evenings, November 12, 
13, and 14, in the New York Academy of Medicine, 2 East 103rd Street, New York City. 
Members of the medical profession and their friends are invited to attend. 

Each year the Salmon Committee selects a lecturer from among the prominent scientists 
throughout the world who have made the greatest contribution to their particular fields during 
the preceding year. Dr. Lasswell, who is Professor of Law at Yale University, for several 
years has been closely in touch with the psychologic, economic, and political currents in world 
affairs. 

Members of the Salmon Committee, which sponsors the lectures, are: Chairman, Dr. C. Charles 
Burlingame, psychiatrist-in-chief, Institute of Living, Hartford, Conn.; Dr. Adolf Meyer, dean 
emeritus of the Phipps Psychiatric Clinic, Johns Hopkins Hospital, Baltimore, Md.; Dr. Samuel 
W. Hamilton, Medical Superintendent, Essex County Hospital, Cedar Grove, New Jersey; 
Dr. Edwin G. Zabriskie, New York City; Dr. Edward A. Strecker, chairman and consultant, 
Institute of the Pennsylvania Hospital, Philadelphia, Pa.; Dr. William Healy, director, Judge 
Baker Guidance Center, Boston, Mass.; with Dr. George Baehr, the president, and Dr. Howard 
R. Craig, director, of the New York Academy of Medicine. 
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Preliminary Study of the 
Significance of Measures of Autonomic Balance 


M. A. WENGER, Pu.D. 


URING the last three years several reports 

have been made of attempts to measure indi- 
vidual differences in the functioning of the auto- 
nomic nervous system (11, 12, 13, 14, 16). The 
purposes underlying this work involve two general 
hypotheses. One, a modification of the Eppinger 
and Hess hypothesis, has been stated elsewhere (11), 
and is now fepeated: 


A. The differential chemical reactivity and the phys- 
iological antagonism of the adrenergic and cholinergic 
branches of the autonomic nervous system permit of a 
situation in which the action of one branch may pre- 
dominate over that of the other. This predominance, 
or autonomic imbalance, may be phasic or chronic, and 
may obtain for either the adrenergic or the cholinergic 
system. 

B. Autonomic imbalance, when measured in an un- 
selected population, will be distributed continuously 
about a central tendency which shall be defined as 
autonomic balance. 


The second hypothesis, one that is fairly common, 
is that the autonomic nervous system bears a signifi- 
cant relationship to certain forms of personal and 
personal-social behavior; more particularly, behavior 
that is associated with affective experiences. 

If an experimenter or clinician conceives of indi- 
vidual differences in autonomic function, he is apt 
to follow the work of Cannon (1), and to associate 
sympathetic hyperactivity with emotional behavior. 
Kling (8) and others, however, would predict para- 
sympathetic hyperactivity as a major component of 
emotional behavior, and the work of Gellhorn and 
his associates (5, 6) would indicate that during 
emotional reactions there is increased activity in 
both branches of the autonomic system. The prob- 
lem has enjoyed little investigation because of the 
lack of technics for adequately measuring, in man, 
any unitary activity of either branch of the system. 
It is believed that such a technic is now available. 

A recent report in this Journat (14) has shown 
that each of three separate analyses of physiologic 
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functions in the child subjects of the Fels longi- 
tudinal study has yielded a factor which seems to 
describe the functional status of the autonomic 
nervous system. The three factors were shown to be 
similar in nature, and it was argued that some 
average of them would afford the most valid descrip- 
tion of autonomic activity available at this time. 
Such an average was arrived at, and measurements 
were made of the factor for a group of 87 children 
from 6-13 years of age. The factor scores were 
shown to be constant in the majority of cases over 
a period of at least twenty-four months, and the 
distribution of mean estimates or scores of this fac- 
tor, termed measures of “autonomic balance,” was 
shown to be continuous and rather symmetrical 
in shape (16). High factor scores are believed to 
indicate a predominance of parasympathetic over 
sympathetic activity, while low scores on the factor 
are believed to indicate predominance of sympa- 
thetic function. It has been concluded that, unless 
it can be shown that this factor does not represent 
the autonomic nervous system, hypothesis A-B as 
outlined above has been verified. This paper reports 
a preliminary test of the second hypothesis, that 
autonomic function is related to personal and per- 
sonal-social behavior. 

Since the initiation of these experiments in 1938 
many inferences have been drawn concerning the 
nature of these relationships. These inferences, 
based upon reports in the literature, observations 
made during measurement with the test battery 
previously described (16), preliminary correlation 
studies, and analyzed data as yet unpublished, are 
summarized without elaboration in the following 
paragraphs. 

The child with low autonomic score (i.e., devi- 
ation in the direction of sympathetic predominance) 
is believed to be emotionally unstable and impetu- 
ous, more tense and restless, more vigorous in 
activity but more apt to show fatigue, less secure 
in his emotional and social life and more overtly 
dependent upon affection and approval from others, 
and likewise more apt to demonstrate compensatory 
behavior of any sort. 
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The child with higher autonomic score (i.e., devi- 
ation in the direction of parasympathetic predomi- 
nance) is believed to be more emotionally stable, 
deliberate and phlegmatic, socially independent and 
retiring, in short, the “rugged individualist,” or the 
“lone wolf,” self-sufficient and dominant. 

Although simple correlational studies of auto- 
nomic factor scores and personality data would seem 
to be the most direct method to use in testing the 
tenability of these inferences, other considerations 
throw some question upon this approach. In the 
first place, if both branches of the autonomic system 
are involved in emotional behavior, the relationship 
of autonomic balance to any measure of emotional 
behavior might be curvilinear instead of linear. In 
the second place, inspection of the raw data upon 
which the measurement of autonomic balance is 
based has led to the conclusion that the autonomic 
factor arises because of interrelated physiologic pat- 
terns manifested by less than half of the subjects 
involved. The others show no consistent pattern for 
the autonomically innervated functions, and can 
hardly be considered as adequately measured on this 
factor. Low correlations for the entire group then 
might be construed as a reflection of the “normalcy” 
of the subjects; that is, the homogeneity of a normal 
group tends to conceal any relationship existing for 
extreme cases. 

It seemed, therefore, that the most decisive method 
of testing these inferences would be the method of 
differences a) between means for groups manifest- 
ing extreme scores on the autonomic scale and b) 
between the mean of the Fels population and the 
mean of each extreme group. Accordingly, the ten 
most extreme cases at both ends of the autonomic 
scale were selected, as determined by the mean of 
three scores obtained at intervals of twelve months. 
The groups proved to be almost identical in mean 
age. The mean scores and the sex of the 20 subjects 
are shown in Table I. Group P indicates those with 
high scores, i.e., the extreme deviates toward the 
parasympathetic end of the scale. Group S includes 
the deviates at the sympathetic extreme of the scale, 
i.c., those with low scores. All scores are in T score 
(standard score) form, as determined from the Fels 
normative data (16). Since the standard mean is 
50 and the o is 10 the deviation of each case can 
readily be appraised. 

It is seen that the sexes are represented equally in 
Group P and that all cases deviate more than 1 o 
from the mean of the distribution for 87 cases. 
Group S contains only 4 boys, and the group as a 
whole is not so extreme in deviation as Group P. 
These two groups were then employed in testing 





MEASURES OF AUTONOMIC BALANCE 


the hypothesis that scores of autonomic balance bear 
a significant relationship to personal and personal- 
social behavior. 

A considerable body of data concerning affective 
and social behavior was available for the children. 
The majority of them had visited a summer play 
camp maintained by the Institute, where their be. 
havior had been rated by several observers using 
the Child Behavior Rating Scales described by 
Richards and Simons (10), and by another set of 
scales called the School Rating Scales (4). The 
latter were employed also by public school teachers 
having Fels subjects in their classes. From these 
ratings those were selected which seemed most 
closely related to the general behavior description 
outlined above. 


TABLE I 


ExTrR—eME DeviaTE Scores 


Group S$ 
(Cases manifesting 
sympathetic 
predominance) 


Group P 
(Cases manifesting 
parasympathetic 
predominance) 

—_—-* 





Case No. T Score A Case No. T Score A 
7438 80 49g 29 
230d 74 66 2 35 
289 69 98g 35 
92 ¢ 68 45 ¢ 38 
407g 65 949 38 
762 65 100 go 38 

52 62 179 40 
33d 62 839 40 
672 62 39 4] 
419 62 449 4] 

M 66.9 M 375 
o 5.8 o 35 


In addition to these measures of child behavior, 
two other types of data were available which offered 
some promise of relevance. As has been stated pre 
viously (7, 11) scores of autonomic balance ar 
believed to represent genetically determined physio 
logic differences, which, of course, are not held t 
be unmodified by environment. If this is true, an¢ 
there is a relationship between autonomic balance 
and personality, then mid-parent ratings of person 
ality might be expected to correlate with autonomi 
scores of their children. The only parent rating 
available for all cases involved in this study were 
four Bernreuter Scale scores of the mother as deter 
mined during her pregnancy under observation 
the Institute, in most cases the mother’s first pre 
nancy. These four sets of scores were used and | 
was hypothesized that the P group was born 
mothers who were less neurotic (Scale BI-N) a 


1 The writer is indebted to Drs. L. W. Sontag and T. W 
Richards for making these data available for use. 
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less introverted (B3-I), but more self-sufficient 
(B2-S) and more dominant (B4-D). 

The next kirtd of data to be introduced involved 
not only the assumption of genetic relationship but 
environmental interaction as well, and utilized six 
ratings of home environment (2). It was argued 
that the pattern of “good,” (that is, unobtrusive) 
behavior predicted above for Group P not only 
might be facilitated by a well adjusted, coordinated, 
and child-centered home, but also would tend to 
contribute to that pattern of behavior in the home; 
whereas the “bad,” (i.e., emotional and obtrusive) 
behavior predicted for Group S might easily arise 
from discord in the home, but also would tend to 
increase that discord and detract from the sociability 
and activity of the family as a unit. The probability 
of such relationships between these data and auto- 
nomic balance would be increased if the latter has 
a true genetic basis and a significant relationship 
to affective and personal-social behavior of the 
mother as well as the child. 

Several other kinds of data were included in the 
study. Although the variable, Difference in Skin 
Temperature between Palm and Forehead, had 
been included in earlier correlational studies and 
had shown only a low relationship to the autonomic 
factor, it was included here in the expectation that 
Group S would show the greater differences; 1.¢., 
have palms colder than foreheads. An earlier nega- 
tive correlation between body build and autonomic 
balance seemed to indicate that the extreme cases of 
Group S might be less heavy for height than those 
of Group P. This finding would not be unexpected 
since sympathetic activity is occasionally regarded 
as katabolic in character, while parasympathetic 
activity might be regarded as its anabolic counter- 
part. Group S might be assumed then to be utiliz- 
ing bodily resources at a faster rate than Group P, 
and not only to be storing up less fatty tissue but 
to have less energy reserve and to show more 
fatigue. Of additional interest was an observation 
by the nutritionist of the Fels staff that the children 
of Group P appeared to be better nourished than 
those of Group S. While no measures of “nourish- 
ment” were available for these subjects, records of 
diet had been obtained and these were utilized in 
the form of quantitative expressions based upon 
amount and balance of food consumed. A rela- 
tionship between thyroid activity and autonomic 
activity has long been recognized and our correla- 
tional studies (12) give further support to the con- 
tention. The measure of Basal Metabolic Rate was 
included therefore to determine how much these 
two extreme groups differed. The expectation is 
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that a high basal metabolic rate is associated with 
predominance of sympathetic activity. Essential 
hypertension is another disorder that has been asso- 
ciated with sympathetic hyperactivity, and, although 
our correlational studies indicate that systolic blood 
pressure has only a low correlation with autonomic 
balance, and that in the opposite from the expected 
direction, it was included here to determine the 
difference for extreme groups. Theoretically, Group 
S should manifest higher systolic readings, although 
according to our results the opposite is true. The 
predicted direction of relationship here was based 
upon our studies. Sometimes associated with essen- 
tial hypertension, and probably always associated 
with emotional behavior, is the esoteric phenomenon 
of general tension in skeletal musculature. Although 
Kuntz (9) and others hold that tonus is partially 
maintained by the sympathetic system, the work of 
Denny-Brown (3) indicates no such relationship. 
Our work has demonstrated a measurable factor 
which seems to represent general muscular tension, 
and which is practically orthogonal, or unrelated, to 
the autonomic factor (15). The data concerning 
that factor have been included, again in the belief 
that group statistics might have obscured a relation 
which holds for extreme cases. The prediction is 
that Group S will show higher scores of tension 
than Group P. 

Prediction of direction for another included varia- 
ble, Enuresis, is even more speculative. It is based 
not only on the metabolism and insensible perspira- 
tion of the body but on the elimination of water by 
obvious perspiration instead of through the kidneys. 
Since two of the variables effecting low scores of 
autonomic balance for Group S are measures of 
electrical conductance of the skin (sweating), it 
follows that Group S is losing more water through 
perspiration than is Group P. Assuming a rather 
constant fluid intake it would follow that Group P 
is eliminating more water through the kidneys than 
is Group S. Furthermore, parasympathetic innerva- 
tion effects a relaxation of the internal sphincter of 
the bladder and increases bladder tone while sympa- 
thetic stimulation causes sphincter contraction and 
decreased bladder tone. It was deemed possible, 
therefore, that Group P might manifest a higher 
incidence of enuresis than Group S, even though it 
is believed that the latter group is more emotional 
and enuresis is regarded by many as being a dis- 
order of emotional children. The data available 
concerning enuresis have been quantified in terms 


‘of an 1l-point rating scale and transformed to 


standards scores. High scores signify extreme enu- 
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TABLE II 


Tue DirFeRENcE 1n Means BeTween Group P (HicH Scores oF AUTONOMIC BALANCE) AND Group S (Low Scores or 
AvuTONOMIC BALANCE) FoR 43 VARIABLES, WITH T VALUES FOR THE DIFFERENCES 


Variables 
Child Behavior Ratings 


Emotional excitability 
Emotional inhibition 
Emotional intensity 
Social apprehension 
Gregariousness 
Friendliness 
Conformity 
Suggestibility 
Cheerfulness 
Frequency of activity 
Vigor of activity 
Patience 

Leadership 
Aggressiveness 
Fatigability .... 


School Scale Ratings 


Bad behavior 
Frequency of emotion 
Control of emotion 
Restlessness 
Sensitiveness 
Domination 
Distractibility 
Deliberateness 
Neatness 

Energy output 


Mother's Personality 


Neuroticism (B1-N) 
Self-sufficiency (B2-S) 
Introversion (B3-1) 
Domination (B4-D) 


Home Environment Ratings 


Adjustment 

Activity 

Discord .. 
Sociability 
Coordination 
Child-centered home 


Other Variables 


Intelligence quotient 
Differential palm-temp. 
Weight/Height ® 
Basal metabolic rate 
Systolic blood pressure... .. 
Muscular tension 

(factor L,) 
Enuresis 
Adequate diet 7 


_. (79.4) 


(N = 10) 
Group P 

M ¢ 
a_—_a_O 
46.3 10.9 
53.8 8.9 
46.6 8.6 
49.7 35 
46.8 11.5 
46.7 9.6 
47.3 9.7 
44.3 11.6 

. 50.0 75 
46.0 45 
48.9 6.6 
52.8 6.8 
52.0 10.1 

és Dae 13.1 
. 43.3 7.4 
50.3 8.3 
49.3 9.3 
49.4 8.1 
49.1 7.4 
215 11.3 
55.0 12.7 
48.5 9.2 
49.5 8.1 

» SES 7.6 
53.2 6.7 
47.0 10.0 
49.6 9.0 
45.6 10.6 
54.0 8.8 

. 46.1 11.7 
. oh 12.0 
re A 9.2 
53.9 7.7 
ae 12.9 
47.9 11.1 
540 245 
48.5 6.4 
52.6 13.5 
42.6 8.6 
51.1 5.8 
49.1 8.0 
54.3 11.1 
(11.8) 


* Indicates significance at the .05 level. 
ee Indicates significance at the .01 level. 
ft Only variable not in T score form. 


(N = 10) 
Group S 
M o 
a Vann 
532 7.6 
45.2 7.0 
53.6 6.0 
50.5 8.7 
52.6 8.0 
51.5 6.4 
53.0 10.6 
52.9 9.0 
52.8 55 
52.8 10.0 
51.2 6.6 
46.8 8.5 
50.6 7.6 
52.1 10.3 
49.5 9.1 
51.3 11.5 
53.8 7.6 
48.1 7.8 
51.3 79 
51.2 45 
47.9 10.8 
53.7 8.5 
48.9 9.9 
45.9 9.4 
51.1 9.1 
52.6 8.0 
52.0 8.8 
52.8 vue 
45.1 8.4 
442 12.7 
485 117 
54.7 122 
48.9 9.0 
40.8 11.7 
40.1 13 
42.0 11.4 
55.1 142 
46.8 9.0 
57.5 7.2 
46.2 7.1 
56.1 8.1 
49.9 12.1 
(67.1) (9.8) 


Diff. 
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8.6 
—7.0 
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Diff. 


4.42 
3.79 
3.50 
5.36 
4.66 
3.85 
4.77 
4.90 
3.08 
3.65 
3.11 
3.64 
4.20 
5.55 
3.91 
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9.04 
4.20 
5.41 


3.06 


1.67 
2.27¢ 
2.00 
0.15 


1.86 
0.74 
1.65 
0.33 
0.07 
1.59 


0.21 
1.13 
0.35 
0.61 
0.07 
1.28 
1.24 
0.14 
1.41 
0.56 


1.31 
0.57 
1.69 
2.20°* 


0.33 
0.50 
0.47 
1.27 
1.45 
1.74 


1.11 
1.57 
1.07 
3.98** 
1.60 


1.84 


2.41" 
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resis and low scores signify the early establishment 
of bladder control. 

One other variable, the JO, was included only 
because its relationship to autonomic balance had 
not previously been investigated. No prediction is 
made concerning differences between groups P and 
§ on this variable. The scores were determined by 
means of the 1916 revision of the Stanford-Binet 
Scale. 

After the selection of the above 43 variables the 
two groups were then compared by means of 
Fisher’s method based upon Student’s distribution 


of t. The standard error of the mean for each 

variable for each group was derived by the formula 

om = — -! Table II shows results of the com- 
Va-1 


parison. It should be noted that all but one of the 
43 variables, Adequate Diet, for which no norms 
were available, are presented in standard score form 
(T scores) with a population mean of 50 and a 
population o of 10. For these variables, then, it is 
possible to determine not only the differences be- 
tween groups, but also the deviation of each group 
from the mean of the Fels population. 

Inspection of Table II will show that the differ- 
ence for only four variables proved to be significant 
at or beyond the .05 level. Among the ratings, 
Emotional Inhibition showed a difference in the 
predicted direction, with Group P manifesting more 
inhibition than Group S. The direction of the 
difference was the same on a similar variable, 
Control of Emotion in the School Scales, but there 
the difference was not statistically significant. Only 
one of the Bernreuter scores indicates a significant 
difference between the mothers of the two groups; 
the mothers of Group P apparently are more domi- 
nant. Only two of the other variables are seen to 
show significant differences: Basal Metabolic Rate 
and Adequate Diet. It is not surprising that the 
difference in the BMR is significant beyond the 
01 level since it already has been stated (11) that 
BMR could have been used as one of the tests in 
terms of which to estimate scores of autonomic 
balance. 

In the column in Table II entitled “Accuracy of 
Prediction” it will be found that all but 7, that is 
35 of the 42 variables for which predictions were 
made, showed differences in the predicted direction. 
Furthermore it will be found that the mean ¢ value 
of these 7 is only .40 whereas the mean ¢ value for 
the other 35 variables is 1.36. Such results hardly 
could have been obtained by chance. Apparently 


SEPTEMBER, 1947 


305 


the inferences underlying the predictions may be 
considered to have some validity. 

It is seldom satisfying to an investigator, how- 
ever, to know that his results have only possible 
significance. Perhaps, as has been suggested before 
12), when factors of personality have been reliably 
described, some of them will be found to bear a 
closer relationship to measures of autonomic balance. 
In the meantime there is another method of attack- 
ing the problem. Assuming the obtained differences 
between these two groups for these variables to 
represent true differences, the magnitude of the 
criterion of their statistical significance decreases as 
the number of cases is increased. To this end an 
attempt was made to increase the size of each 
extreme group. It was found that 4 more cases with 
rather extreme scores could be added to each group; 
however, 4 of these 8 cases were younger children 
and 4 had had only one determination of autonomic 


TABLE Ill 


ADDITIONAL ExtTrREME DeviaTE Scores 








Group P’ Group s’ 
Case No. A Case No. A 
8d 66 1442 20 
379 59 112¢ 28 
138 ¢ 59 1489 39 
550 58 272 42 
M (n= 14) 65.1 M (n = 14) 36.0 
o (n= 14) 5.9 o (n= 14) 6.0 


balance while another had had only two determina- 
tions. Although siblings of some of the subjects first 
selected could have been added with more certainty 
that they represent true deviates, such weighting of 
the groups was considered inadvisable. The new 
groups were selected then with the realization that 
their selection was not as precise as would be de- 
sired, and in the knowledge that they weighted 
Group S’ toward a younger age level and toward 
the female sex. The case numbers, sex, and mean 
scores for autonomic balance for the additional sub- 
jects, with the means for the augmented groups 
(P’ and S’) are shown in Table III. 

For determining the significance of differences 
between these augmented groups, only those varia- 
bles were employed which had ¢ values of 1.19 or 
more in Table II, a value which is significant at 
the .25 level. It is probably no accident that only 
variables which differed in the predicted direction 
satisfied this arbitrary criterion, and it should be 
emphasized that here the direction of differences 
did not enter into the selection of variables. The 








306 


further analysis of the 24 variables which satisfied 
this criterion is presented in Table IV. 

The ¢ values from Table II appear in the first 
column of the Table IV. It may be seen by referring 
to Table II that all 24 variables have differed in the 
predicted direction. Looking next at the differences 
between Groups P’ and S’ (N=14) it is seen that 
increasing the size of the groups has resulted in 8 of 
the 24 variables manifesting differences which may 
be considered as significant at or beyond the .05 
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The question now arises whether either of these 
groups differs significantly from the mean of the 
population on any of these traits. As has been stated 
before, since all but one of the variables are in 
standard score form this question can be tested 
easily. The deviation is always computed from the 
population mean of 50, and the standard error of 


the difference becomes : where o equals the 
i 


standard deviation of the population and N equals 


TABLE IV 


Tut 


DiFFERENCES IN MEANS BetTweEN Group P’ anp Group S’, witH T VALUES, FOR THI 


VARIABLES WITH GREATEST 


DirFerRENCES BETWEEN Groups P anv S 1n Taste Il 
N= 14 mm 2s 38 
(From Group P’ Group S’ 
Table IT) I o M o Diff. 
Variables t — ———“a—_. P’-S’ Diff. t 
3asal metabolic rate 3.98** 44.7 9.3 54.7 8.3 — 10.0 3.60 2.28* 
Adequate diet 7 2.41° (76.8) (12.7) (66.0) (9.3) (10.8) (4.48) 2.41° 
Emotional inhibition 2.27* 53.2 9.1 46.1 7.8 73 3.33 2i1F 
Dominant mother 2.20 51.4 9.9 43.9 9.7 7.5 3.84 1.95 
Emotional intensity 2.00 48.0 8.4 52.6 5.9 — 4.6 2.83 1.63 
Frequency of activity 1.86 45.9 6.2 52.9 8.8 —7.0 2.98 2.35° 
Muscular tension 1.84 495 8.6 53.8 8.9 — 4.3 3.42 1.26 
Suggestibility 1.76 43.6 11.2 49.7 93 — 6.1 4.05 151 
Child-centered home 1.74 46.1 10.0 42.0 ye 4.1 3.46 1.18 
Introverted mother 1.69 49.2 10.9 54.3 9.9 — 5.1 4.09 1.25 
Emotional excitability 1.67 46.9 9.6 53.9 7.4 — 7.0 3.36 2.08* 
Patience 1.65 53.2 7.3 47.0 7.9 6.2 2.99 2.07* 
Systolic blood pressure 1.60 49.9 8.7 46.9 7.3 3.0 3.17 0.95 
Fatigability 1.59 43.7 8.2 53.0 10.1 — 93 3.62 257" 
Coordinated home 1.45 50.0 11.4 44.1 11.7 5.9 4.53 1.30 
Neatness 1.41 54.5 8.1 465 8.6 8.0 3.28 2.44° 
Neurotic mother 1.31 50.4 10.5 54.8 7.9 — 4.4 3.63 1.21 
Domination 1.28 56.0 12.4 49.4 9.7 6.6 4.38 1.51 
Differential Palm-F. temp. 1.27 49.9 10.7 55.6 12.4 —5.7 4.54 1.26 
Sociable home 1.27 51.9 8.6 49.1 8.5 2.8 3.36 0.83 
Friendliness 1.25 46.6 93 52.0 5.8 — 5.4 3.05 1.77 
Gregariousness 1.24 46.7 10.7 5323 8.4 — 6.6 3.80 1.74 
Distractibility 1.24 48.1 8.7 54.7 8.2 — 6.6 3.33 1.98 
Conformity 1.19 47.2 8.3 52.0 10.0 — 4.8 3.59 1.34 


* Significant at the .05 level. 
** Significant at the .01 level. 
ft Only variable not in T score form. 


level, but that of the four variables so described for 
Groups P and S, only three show statistically signifi- 
cant differences here. It seems highly probable that 
the subjects of Group P (or P’) in relation to 
Group S (or S’) have a lower BMR, enjoy a more 
Adequate Diet, and demonstrate greater Emotional 
Inhibition. Whether or not they are born of more 
dominant mothers must remain in doubt. It appears 
highly probable, also, that the children of Group P’, 
in comparison with those of Group S’, manifest less 
Frequency of Activity, lower Emotional Excitability, 
greater Patience and Neatness, and less Fatigability. 
Whether or not the other differences between the 
groups are apparent or real must be determined by 
future research employing more data. 


the number of cases in the subgroup. Since o here 
is always 10 the o/diff. for Groups P’ or S’ becomes 
10 
V14 
Table V shows the variables for which the mean 
of Groups P’ and S’ deviated from the population 
mean at a statistically significant level of .05 or 
beyond. All differences are seen to be in the 
predicted direction. One rather extreme deviation 
stands out. Group S’ is seen to have a mean T score 
of 42.0 for the rating, CAild-Centered Home, with 
a probability of less than 1 in 100 that this difference 
could have been obtained by chance. There can be 
little doubt that children who show low scores of 
autonomic balance come from homes which are not 
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organized around the child. That the same group 
is seen to have poorly coordinated homes and, 
according to the Bernreuter Scale, less dominant 
mothers, would appear to constitute an interrelated 
social pattern. 

The presence of low palmar temperature (large 
difference between palm and forehead skin tem- 
perature) in this group of variables is of considera- 
ble theoretical interest. Why it should appear here 
as an outstanding characteristic of children with 
low autonomic factor scores and not appear in the 
several factorial solutions is a question which may 
be answered in part by the finding that Group P’, 
as seen in Table IV, falls approximately at the 
population mean. Evidently children who manifest 
an apparent predominance of sympathetic activity, 
as measured by the autonomic factor, do tend to 


TABLE V 


THe VARIABLES OF TABLE IV ror Wuicn Groups P’ or S’ 
D1FFER SIGNIFICANTLY FROM THE POPULATION MEAN 








Group 4 
Variables M Dif. t 
Dominant mother 43.9 — 6.1 2.28* 
Child-centered home 42.0 — 8.0 3.00** 
Coordinated home 44.1 —59 221° 
Diff. palm-f. temp. 55.6 5.6 2.10* 
Group P’ 
Basal metabolic rate 44.7 — 5.3 1.99* 
Suggestibility 43.6 — 6.4 2.40* 
Fatigability 43.7 — 6.3 2.36* 
Domination 56.0 6.0 2.25* 
* Significant at .05 level. 


** Significant at .01 level. 

have “cold hands,” but children who manifest an 
apparent predominance of parasympathetic activity, 
again as measured by the autonomic factor, do not 
tend to have “warm hands.” Group P’ is seen, 
however, to differ significantly from the population 
for four other variables. It is seen to show less 
fatigue, to be less suggestible and more dominant, 
and to have a lower BMR.? 

Certain of the results in Table V invite additional 
discussion. Several interpretations of the observed 
interrelationship between home environment and 
low autonomic scores seem possible. In the first 


1 The o diff. for Groups P and S where N = 10 is 3.16. 
A difference from the population mean of 6.3 or more may 
be considered significant at or beyond the .05 level. Only 
two variables in addition to those already analyzed in Table 
V show this great a difference for either Group P or S, and 
both of these for Group S. These children are seen to have 
higher scores for BMR and to have lower IQ’s. The differ- 
ence in Muscular Tension of 6.1 for Group S approaches 
significance. 
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place there can be little doubt that prolonged anxiety 
and its physiologic concomitants will effect low 
scores on the autonomic factor; and certain available 
data indicate that as a home becomes increasingly 
maladjusted the child shows a trend toward lower 
scores while, conversely, as a maladjusted home be- 
comes less so, the child shows an upward trend in 
scores. Perhaps the most decisive illustration of this 
finding to appear so far is illustrated in the follow- 
ing tabulation of autonomic scores for three siblings 
over a period of 24 months. 


Case No. 1940 1941 1942 
179 39 37 42 
562 61 39 55 
87 d 44 31 56 


It can hardly be an unrelated observation that dur- 
ing the winter of 1940-41, prior to and contempo- 
raneous with the 1941 measurements which show 
a decrease for all three siblings, this family was in 
a state of turmoil engendered largely by an un- 
wanted pregnancy, and manifested in considerable 
discord, anxiety, and general maladjustment. The 
major effect of these conditions was demonstrated 
in the behavior of subject 17, the only one of the 
siblings falling in Groups S or P. She had a series 
of functional illnesses without apparent organic basis 
and experienced an exceedingly difficult year, both 
at home and at school. By the time of the 1942 
measurements the pregnancy had been terminated, 
the new member of the family accepted, and the 
home and subject 17 had apparently returned to a 
more normal degree of adjustment. 

Still another possible aspect of environmental in- 
fluence upon scores of autonomic balance might be 
found in the variable, Adequate Diet. Since Group 
P has the higher scores here, it would seem possible 
that low autonomic scores might be attributed to an 
inadequate diet. From these observations it might 
be concluded by the environmentalist that low scores 
of autonomic balance are the direct result of the 
environment and indicate that aot only the overt 
behavior but also the physiology of the organism 
may be fundamentally changed thereby. This latter 
is undoubtedly true, but probably is only a part of 
the picture. Another equally tenable interpretation 
is possible. 

As was pointed out earlier (7, 11) there is some 
indication that autonomic balance is, at least in part, 
genetically determined. Not only are scores for the 
autonomic factor rather constant from year to year 
for the majority of cases, but scores for identical 
twins have shown marked similarity. Furthermore, 
testing of parents of extreme Fels subjects is con- 








308 


tinuing and the indication to date is that the child’s 
physiologic pattern, which is responsible for low or 
high autonomic scores, is similar to that demon- 
strated by at least one of his parents. It will be some 
time before a sufficient amount of data will have 
accumulated to test the variable for genetic charac- 
teristics, but in the meantime the possible role of 
heredity must be taken into account. It seems most 
probable that autonomic balance will prove to be a 
variable which can be influenced by environment, 
but one for which the range of variation is geneti- 
cally determined. 

With this as a working hypothesis it would follow 
that the findings of this study could be interpreted 
as indicating a genetic and physiologic basis for 
certain aspects of personality. If, then, the children 
of Group S or S’ be regarded as having inherited 
unstable and hyperactive sympathetic nervous sys- 
tems and, by virtue of that fact, may be expected 
to manifest emotional behavior, activity, impatience, 
and fatigue, it is not surprising to find a home 
picture showing lack of coordination, lack of in- 
terest in the child, and lack of general adjustment. 
If furthermore, the child has inherited his psysio- 
logic pattern from the mother, and she tends to 
demonstrate a similar pattern of overt behavior, the 
detrimental effect on the home picture would be 
enhanced. Considering from this perspective the 
variable, Adequate Diet, the cause and effect rela- 
tionship may be reversed. Low autotomic scores, 
rather than being the sequel of an inadequate diet, 
may be its prelude. The emotional constitution of 
the child and the mother (and possibly even the 
biochemical constitution itself) may have precluded 
the establishment of eating habits compatible with 
an adequate diet. 

To test a phase of this hypothesis, an attempt was 
made to appraise the food likes and dislikes of our 
extreme groups. The data are incomplete and in- 
adequate for the purpose, but do bear out expecta- 
tion in that subjects of Group S report more food 
dislikes than do subjects of Group P, while the latter 
report more food likes than do subjects of Group S. 

It can only be concluded that, for the moment, 
the genetic or environmental determination of scores 
of autonomic balance is’ a moot question. The 
writer, however, inclines toward the working hy- 
pothesis as stated above: that autonomic balance 
will prove to be a variable which can be influenced 
by environment, but for which the range of varia- 
tion is genetically determined. It follows that he 
regards the autonomic nervous system as a physio- 
logic background which determines certain aspects 
of personality and behavior, and believes that when 
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similar studies are conducted with larger and more 
heterogeneous groups the differences found herein 
will be validated and more sharply delineated. 
More specifically, predominance of sympathetic 
activity will be found associated with and facilita- 
tive of emotional behavior, impatience, activity, 
fatigue, and related behavior. Predominance of 
parasympathetic activity will be found associated 
with and facilitative of stolidity, and a tendency to 
withdraw from the group or to dominate it when 
withdrawal is impossible or undesirable. 


SUMMARY 


In order to test the hypothesis that scores of 
autonomic balance, which are believed to represent 
the functional interaction of both branches of the 
autonomic nervous system, are related to emotional 
and other personal and personal-social behavior, two 
groups of children 6-13 years of age were selected 
in terms of extreme autonomic scores and compared 
for 43 variables. Group P was composed of 10 
children with extremely high scores for the auto 
nomic factor, and represents those cases in whom 
parasympathetic function seems to predominate over 
sympathetic function. Group S was composed of 
10 cases with extremely low scores of autonomic 
balance and represents those who manifest an ap- 
parent predominance of sympathetic autonomic 
activity. 

Although few of the variables showed differences 
between the two groups which ordinarily would be 
considered statistically significant, 35 of 42 variables 
for which predictions were made did show differ- 
ences in the predicted direction, and differed in such 
degree that the chances seem very remote that either 
their magnitude or direction could be accidental. 
The results are interpreted, therefore, as supporting 
the general inferences in terms of which the varia- 
bles were selected and the predictions made con- 
cerning direction of differences. 

In order to investigate more extensively the varia- 
bles showing the largest differences, each extreme 
group was augmented by the addition of 4 cases 
whose deviation, however, was either not so ex 
treme, or not so certain. These two larger groups, 
P’ and S’, were then compared for the 24 variables 
which had proved most discriminative in the first 
portion of the study. All 24 of these variables were 
found to differ in the predicted direction in both 
studies. 

In the second study it was found that Groups P’ 
and S’ differed significantly in 8 of the variables. 
Children with autonomic scores indicative of func 
tional parasympathetic predominance were found to 
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ital. R. C. WILLIAMS APPOINTED TO MUSIC RESEARCH FOUNDATION 
‘in ' , 
P With the approval of Surgeon General Thomas Parran of the United States Public Health 
, Service, Dr. R. C. Williams, Assistant Surgeon General, has accepted appointment as a mem- 
On: ber of the Board of Directors of the Music Research Foundation, Inc., a non-profit organization 
which has for its purpose the study of the use of music in the treatment of disease. Dr. Williams 
iria- will act as Chairman of the Executive Committee of the Board of Directors. 
eme It is proposed that a program of scientific inquiry into the therapeutic use of music be 
ases initiated. Selected psychiatrists will conduct investigations in the kind of music which has most 
ex- therapeutic value and the types of mental patient most responsive to its use. Methods for 
ups, the integration and utilization of present knowledge by leading mental institutions will be 
bles explored; and every effort made to encourage the use of music in the treatment of disease. 
first In connection with this expanded program, the Music Research Foundation, Inc., will sponsor 
studies in the field of physics on phases having a bearing on the therapeutic use of music. 
vere "ae . . ae ‘ : ; ; 
all Through the use of fellowships, it will conduct and initiate special psychologic studies. In addi- 
tion, it will establish grants or fellowships to compile present knowledge of the subject. Con- 
sulting committees of qualified scientists will guide each particular field or special area of study. 
s P The Executive Secretary of Music Rese 2rch Foundation, Inc., is located at 2909 Stanton Ave., 
bles. Silver Spring, Md. Reprints of scientific and general articles on this subject are now available 
unc without cost. 
id to 
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Some Aspects of the Dream 
in Psychosomatic Disease 


HERBERT I. KUPPER, M.D. 


HIS paper is concerned with psychophysio- 
logic and psychopathologic changes in the indi- 
vidual during and following the dream state. 

For many centuries one of the most prevalent and 
accepted concepts of the dream has been its rela- 
tionship to a disease process. Even in the realm of 
the so-called “prophetic” dreams, where internal 
difficulties were often projected onto the external 
world, there were accounts of clinical observation 
of disease following a dream. Aristotle (1) was 
one of the first to anticipate what we recognize 
today to be intrapsychic perception of future dis- 
ease. He realized that the dream state represented 
the psychic activity of the sleeper and he recognized 
that internal perceptions were strengthened and ex- 
aggerated where there was a withdrawal from the 
outside world. In dreams, he stated, “one imagines 
that one is walking through fire and feels hot, if 
this or that part of the body becomes slightly 
warm.” 

Hippocrates (5) went further in his descriptions 
of dreaming and felt that the daily emotions which 
were experienced by man would carry over to the 
dream state and that conflicting emotions in the 
waking and sleeping state might lead to disease. 
His classic aphorism was certainly the first keen 
insight into the neglected psychopathology in 
dreams: “Such dreams as represent at night a 
man’s actions through the day and exhibit them in 
the manner in which they occur, namely, as per- 
formed and greatly deliberated, these are good to a 
man, and prognosticate health, inasmuch as the 
soul perseveres in its diurnal cogitations, and is not 
weighed down by any repletion, evacuation, or any 
external accident. But when the dreams are the 
very opposite to the actions of the day, and when 
there is conflict between them—when this happens 
I say, it indicates a disorder in the body; when 
the contrast is great, the evil is great, and when the 
one is small the other is small also.” 

230 South Robertson Blvd., Beverley Hills, California. 

The author wishes to express his gratitude for the kind 
cooperation of the authorities of the U. S. Marine Hospital, 
Ellis Island, New York. 


For years thereafter philosophers and scientists 
attempted to explain the dream state and tacitly or 
actively felt that illness might temporally follow 
disturbing dreams. Perhaps the most generally ae- 
cepted viewpoint was the recognition that the wak- 
ing state following dreams carried over much of 
the content of the dream state. This fact was such 
a commonly recognized phenomenon that mention 
is made of it in many of the works of novelists (2) 
as well as in the joking references which people 
made to the moods of others. The phrase, “You 
must have got up on the wrong side of the bed,” 
has certainly been used as an excuse and an explana- 
tion for the vagaries of human emotions. Some- 
times the unconscious inference was that the emo- 
tions of the dream state had been carried over to 
the day’s activities. 

Within the last fifty years and just prior to the 
classic work of Freud on dreams, there was a flurry 
of writing in Europe on the dream causation of ill- 
ness. Fere (3) in 1886 described an hysterical 
paralysis in a young girl which followed a dream. 
He believed that the contents of the dream and the 
dream state itself caused this. Tissie (10) recorded 
observations of the initiation of a psychosis after a 
dream. Thomayer (9) described anxiety dreams 
which were the equivalent of epileptic attacks. In 
these scientific papers the description embraced psy- 
chic illness in which no apparent evidence of or- 
ganic disease was present. 

Freud (4), in his Interpretation of Dreams, 
placed the psychology of the dream state on a firm 
scientific basis. As for the relationship of dreams to 
mental disease, he stated only that rather than 
attribute the etiology of the mental disease to the 
dream, “a statement equally consistent with the 
facts is to say that the first manifestation of the 
mental derangement occurred in dream life, that 
the disorder first broke through in the dream.” 
In a later paragraph, he expressed a hope that “the 
physician will concern himself not only with the 
psychology but also with psychopathology of 
dreams.” Since then, Ernest Jones (6) in 1910 
stated that the dream played a secondary part by 


VOL. IX, NO. 5 


KUPPE 


“construc 
that alre 
the most 
precise f 
As exam 
hysteria 
was mer 
already | 
relations 
been adl 
there ha 
ploit fur 
It seer 
toms is 
importa: 
resolve | 
changes 
The use 
non to 
tom 
chopath 
In th 
tionship 
lated di 
without 
occur W 
circums 
“second 
There s 
of the 
The dr 
affectiv 
no perc 
until th 
Thes 
some < 
nervou: 
energy 
ized w 
The 
ceding 
there v 
associa’ 
Howe 
State ; 
Hypne 
the pa 
ill anc 
with a 
Under 
relatec 
the dr 
sympt 
physic 
SEPTE! 


an 





tists 
) or 
low 


rak- 
of 
uch 
‘10n 
(2) 
»ple 
(ou 
-d,” 


ina- 


the 
irry 


ill- 


um. 
the 
ded 





KUPPER 


“construction and mental composition to elements 
that already had been conscious.” He stated that 
the most a dream could do was to determine the 
precise form taken by the symptom in question. 
As examples, he related several cases of conversion 
hysteria and anxiety states to prove that the dream 
was merely a continuation of a conflict which was 
already preconscious or conscious. His views on the 
relationship between the dream and disease have 
been adhered to up until the present. At any rate, 
there has been comparatively little research to ex- 
ploit further dream-disease relationships. 

It seems true that the precise form of the symp- 
toms is determined in the dream. However, the 
importance of the dream state in attempting to 
resolve the conflict by initiating psychophysiologic 
changes resulting in a symptom has been neglected. 
The use of the symptom as an adaptive phenome- 
non to help resolve the conflict makes the symp- 
tom and the dream an integral part of the psy- 
chopathology in the patient. 

In the two cases outlined below an unusual rela- 
tionship occurred between the dream and the re- 
lated disease. The pathologic state did not exist 
without the dream nor did the particular dream 
occur without being followed by illness. Under no 
circumstances could the dream be held to be a 
“secondary” occurrence on the road to illness. 
There seemed to be superficial conscious awareness 
of the conflict on the day preceding the dream. 
The dream state, however, made possible a deeper 
affective realization of the conflict. Furthermore, 
no perceptible clinically altered body state occurred 
until the dream state was included. 

These clinical symptoms which were initiated by 
some alteration in the autonomic and voluntary 
nervous systems, did not occur until the psychic 
energy necessary to precipitate disease was mobil- 
ized within the dream. 

There was clinical evidence that on the day pre- 
ceding the dream and the subsequent symptoms 
there were manifestations of anxiety, fear, and rage, 
associated with activity of autonomic processes. 
However, the symptoms were initiated in a dream 
state and evidenced completely on awakening. 
Hypnosis was used chiefly as a means of enabling 
the patient to regress to a period when he became 
ill and then to suggest that he relive this period 
with all the affect which was present at that time. 
Under the hypnotic state, the patient relived and 
related the events and conflicts on the day prior to 
the dream, then the dream itself, and finally the 
symptoms became manifest in the presence of his 
physician. How much, if at all, the hypnotic state 
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influenced the reliving of past events cannot be 
judged. 


Case 1 


A 25-year-old man was sent to the U. S. Marine 
Hospital, Ellis Island, New York, because in his four 
years of service activities he had suffered with recur- 
rent episodes of abdominal cramps and with angio- 
neurotic edema of the extremities. His illness had 
periodically incapacitated him for his work as a cook 
aboard ship and resulted in six previous hospitaliza- 
tions. When no organic pathology was found, he was 
sent to this psychiatric unit. He entered the hospital 
with the attitude that he was being punished by being 
sent to a “nut house” and with a feeling of hostility 
toward doctors. He revealed that he had suffered from 
periodic attacks of abdominal cramps which caused 
great pain, nausea, and vomiting for periods of two to 
three days. These attacks were usually accompanied 
by a swelling of either his hands or his feet but occa- 
sionally they occurred without edema. The abdominal 
symptoms occurred about twice yearly. 

The past history indicated that the patient also suf- 
fered from monthly attacks of massive angioneurotic 
edema of the hands on some occasions, feet on others, 
and his penis on one occasion. These manifestations 
incapacitated him for his work for about twenty-four 
hours, but never required hospitalization. He quickly 
added that the swellings were no bother at all, but 
that he would give a great deal to rid himself of the 
cramps. The patient stated that he had never been 
“nervous” and indeed seemed well composed and some- 
what indifferent. The first attack had occurred in 
1936 after he had left home for the first time in his 
life. While working for a nearby dairyman in the 
state of Nebraska he awakened one morning with 
cramps, nausea, and vomiting. There had been no 
edema. He was taken to a nearby hospital where the 
doctor advised an appendectomy. This was done and 
a normal appendix was removed. He left this job after 
an argument and returned home to his father’s farm. 

He did not have another episode of either cramps 
or edema until 1938 while enrolled in a CCC camp. 
One morning he suffered severe cramps, vomiting, and 
an itching and swelling around the penis immediately 
upon awakening. This was the first appearance of 
edema in any part of his body. For the next two years 
he had no cramps but did have periodic edema of the 
feet and hands on an average of once a month. He 
could not recall any relevant incidents or emotional 
upsets which correlated with any of his complaints. 
He joined the service in 1940 and spent most of the 
time aboard a small ship, during which time his symp 
toms remained unchanged. Sensitivity tests for allergy 
to many substances including aspirin, barbiturates and 
the foods of his galley, etc., were negative. A gastro- 
scopic investigation during an attack of cramps revealed 
no irritative lesions or “hives” of the stomach mem- 
brane. An intravenous injection of calcium gluconate 
was the only substance which ameliorated his attacks 
of cramps. Nothing helped the edema. 

He stated that he had been born on a farm in 
Nebraska in 1919. There were two older sisters, one 
older brother, and a younger sister. He described his 
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father as a strict disciplinarian whom he feared but 
also idolized. This man had stomach ulcers and the 
patient recalled kindred pain in the stomach when the 
father suffered. The mother was an unstable and 
overaffectionate woman who had a fear that her 
house would burn if she ever left it. She never did. 
The younger sister had “hives” and could not eat oat- 
meal. There were three paternal uncles and two 
paternal aunts all of whom suffered from stomach 
pains. The patient had been married for one year when 
admitted to the hospital. His wife was pregnant and 
he was greatly concerned. 

His early life revealed a normal birth and develop- 
ment. He denied any neuropathic traits, food idiosyn- 
crasies, or skin sensitivities. He stated only that he 
blushed extremely easily and was a very shy and seclu- 
sive boy. He had a bilateral indirect hernia which 
bulged out near his genitalia and for this reason he 
was pampered and removed from the farm activities 
and from “rough” boys. He would start fighting on 
occasion, but would always run away. A _ physical 
examination done by another physician revealed no 
abnormalities, no dermatographia, or any unusual skin 
manifestations. 


He was hypnotized after the third interview and 
went into a deep trance. In subsequent interviews 
over the next three months, the following material 
was elicited. At the age of 3 he first witnessed his 
father butchering and castrating hogs and he re- 
called with great anxiety the squeals of the animals. 
He was removed from the house every such season 
thereafter. Until the age of 10, he thought that all 
animals were born without testicles and when one 
was found with them, that this animal was care- 
fully guarded. During the butchering season, he 
felt nauseated and “sick at his stomach.” He re- 
called that at the age of 8, he witnessed his uncle 
carrying his father, who was inebriated, into the 
house. The patient looked at his wild-eyed father 
and had the fantasy that the latter would castrate 
him. At the age of 11, he had a bilateral hernia- 
plasty. His chief hobby was to raise and “break” 
horses. At the age of 16, he was kicked in the 
testicles by a horse. He masturbated at the age of 
14 with much guilt and did not have intercourse 
until the age of 21. 

During the initial hypnotic trance, it was sug- 
gested that he relive and relate the entire twenty- 
four hour period preceding his first attack of ab- 
dominal cramps in 1936. He related with appro- 
priate emotion that he was working for his “first 
boss” and that he had quarreled with the man 
because he disliked the manner in which his su- 
perior was treating his (superior’s) wife. The 
“boss” then hired another man on the day before 
the attack and the patient feared he would be 
“fired.” In addition, an accidental fire had broken 
out that day and he was unjustly blamed. During 





the day, his thoughts and feelings oscillated betwee 
great hatred and desire to harm his employer and 
great fear of this man. In addition, he had a feed 
ing of shame because he would have to confess hi 
failure on his first job to his family. That night hé 
dreamed, “Jim was using a whip on a favorite pom 
of mine and he struck the pony over the eye and 
blinded him. I was so angry I wanted to kill Jim, 

During the recitation of this dream, the patient 
under hypnosis became very anxious, emotional, and 
suddenly doubled up in pain. Still under hypnosis 
he related that he awoke from the dream with 
severe cramps, nausea, and vomiting. The inter 
view was ended by the physician suggesting that 
several days had passed and so the cramps had left 
He associated under hypnosis that the Jim in the 
dream had the same first name as his boss. He fek 
that Jim had whipped the pony to break it of it 
“wildness.” He stated that the pony was so much 
a part of himself that he had conducted many con 
versations with the dumb animal. He stated his 
father had sold this particular horse and he had 
been heartbroken. He felt that the blow to the 
eye was the most serious injury one could sustain 
and continue to live. 

We can surmise that his early impressions of the 
castration of animals and their manifestations of 
pain and distress in their abdominal regions pro 
vided the prototype for his reaction. The eye is 
a recognized unconscious symbol for the genitalia 
and the blow across the pony’s eye provided the 
actual castrative attempt. The pony and he are 
easily identified as one. His pain, nausea, and vom 
iting lasted for five to seven days, a period of time 
which he roughly estimated was necessary for an 
uncomplicated castrative wound of farm animals to 
heal. For two years thereafter he was symptom-free, 
until he enlisted in the Civilian Conservation Corps. 
In this organization, he again encountered con 
siderable difficulty with his superior and the day 
before the illness was warned by his chief that if 
he were caught riding in a camp truck he would be 
punished. The consequences could mean being 
discharged or being fined a sum of money. That 
day he nevertheless defied this -edict and rode in a 
truck. His mood during the day was that of irrita 
bility, fear, and defiance against the Commander. 
He went to sleep fearful that his breach of discipline 
would be found out. 

He dreamed, “I was riding in a truck and the 
road was rough. We drove swiftly and hit a bump. 
I hit my belly and genitalia against a piece of metal. 
I felt pain in the groin and I was brought before 
the commanding officer.” Under hypnosis, the pa- 
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tient revealed that he awoke with abdominal 
cramps, Nausea, vomiting, and a swelling of the 
penis. He associated that he was forbidden to ride 
in a truck, that he disobeyed orders and was cor- 
respondingly punished by the accident and by being 


Bbrought before the commander. He awoke with 
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pain in the abdomen. It seemed clear that this 
dream has similarity with the last one in that he 
aggressively defies his superior and is punished 
by an injury to the genitalia. The superior may 
well be a father-figure and the genital injury does 
not require much elaboration to conform with 
castration. 

However, in this case the swelling of the penis 
provides an interesting sidelight. In the sleeping 
state and dream where the ego is withdrawn from 
external realities and concentrated on the inner con- 
flict, we see that psychic energy induced by an un- 
solved conflict concentrated in some manner upon 
the genital area and produced a physiologic change 
within the tissue spaces of the penis. It is certainly 
true that he had many unconscious fantasies re- 
volving about his genital area. If we assume that 
this patient is fearful of being castrated by his 
father, this may help to explain his swollen penis. 
We might assume the enlarged penis to represent a 
defiance and restitution of the injury by enlarging 
and making more prominerit the unconsciously in- 
jured organ, Other aspects of this individual’s per- 
sonality revealed that he was an extremely passive, 
dependent man with undeniable unconscious homo- 
sexual trends. Evidence of this would appear when 
he became intoxicated and physically affectionate 
with his comrades. This may then explain the 
fear of being overcome by a father figure and the 
wish to be overcome. 

Under hypnosis, this dream did not succeed in 
initiating an edema of the penis in view of the ex- 
aminer. It was one of the few failures encountered. 
We can suppose that the psychic charge could no 
longer directly influence the genital area. Clini- 
cally, the remainder of his swellings in subsequent 
years centered about his extremities and never in- 
volved the penis again. In this dream, it is interest- 
ing to note that following the genital injury which 
occurred as a punishment for his breach of disci- 
pline, he was brought before the commander. Per- 
haps the swollen penis permitted this dangerous 
event to occur. This dream was the only one where 
he faced his superior without fighting. In other 
dreams, an immediate argument or physical alterca- 
tion occurred. 

Thereafter there were about thirty-five attacks of 
edema of the extremities and some eight attacks of 
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abdominal pain combined with edema. Two 
dreams which were associated with the swelling 
alone are included because of their unusual con- 
tent. This individual was assigned to work as a 
cook aboard a ship and since this entailed easy 
work with much leisure time, he regarded it as a 
“soft” job. Although he always lived in a state of 
apprehension regarding his superiors, he managed 
to adjust fairly well on this ship. On the day prior 
to an attack, his immediate superior told him that 
another man was being assigned to his galley in 
order to help him with his duties. The patient's 
immediate reaction was that of great apprehension. 
With some justification, he feared that this meant 
his imminent transfer after the new man adjusted 
to the job. Since the patient was newly married, 
it meant the possible disruption of his domestic life. 
He felt that his superior thought he was a poor 
cook and he felt great guilt over past lapses of duty. 
He became bitterly antagonistic toward the captain 
whom he roundly cursed. With this combination of 
fear, anxiety, and rage, he fell asleep. 

He re-enacted the above feelings and then related 
the following dream with great affect: “Hello Joe. 
Yes, I’m busy cooking. I can’t. .If you don’t like it, 
don’t eat here. Get out! You won't, ch! (Patient 
in the hypnotic trance pushes his hands outwardly 
as if to evict the intruder.) Now you get! Ouch! 
My foot hit the door.” Still under hypnosis, the 
patient emitted a cry of pain and commenced touch- 
ing the right ankle. The foot itself moved only 
slightly when the supposed injury occurred and 
did not strike any object. The patient remained 
under hypnosis and related as if he had awakened 
from the above dream that his foot itched and was 
beginning to swell. Within thirty minutes the ankle 
began to swell slowly, in view of the examiner, so 
that the bony structure of the extremity was hidden. 

Under hypnosis, he associated that Joe whom he 
fought with in the dream was a shipmate who was 
reputed to have great influence within the Service. 
This man was said to be able to effect the transfer 
of anyone he wished. The patient felt that he must 
be a bad cook to warrant a possible transfer. He 
stated that the intruder entered his galley. He felt 
that he had struck this right foot often before in 
previous accidents and that it easily became swollen. 

After awakening, he was perplexed and immedi- 
ately began to rub his ankle. Little concern was 
evident and he seemed almost proud of his 
achievement. He was immediately rehypnotized 
and the swelling was reduced by suggesting that 
twenty-four hours had elapsed since the “injury” in 
the dream. He was awakened and within two hours 
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the edema disappeared. Ordinarily, this process 
took about two days. 

Another dream occurred while in a different 
hospital. He had been a frequent visitor there for 
his symptoms and when all allergy tests were nega- 
tive, an annoyed physician told the patient in a 
moment of anger that he thought him to be a 
“fake.” Much alarmed, the patient became anxious 
and concerned about what the doctor would do. He 
had fantasies of facing a general court martial and 
being sentenced to twenty years in prison as a 
malingerer and evader of military duty. He felt a 
great rage against this doctor. He then began to 
wish that he could have a swelling somewhere 
so that he might prove that he had a “legitimate” 
illness. 

To add to his guilt he recollected that many times 
in the past he had sought to create edema of the 
extremities by attempting to injure his hands and 
by striking his leg against a wall. It is very im- 
portant to note that no swelling was ever produced 
in this manner. That night he fell asleep, tossed in 
bed, and was preoccupied with a wish to create a 
swelling. Under hypnosis, he related the day resi- 
due and then he dreamed, “Hello Mr. M. No, I 
can’t work. I can’t get about. My left foot hurts. 
Kt’s beginning to swell. Can’t you see it? It hurts 
something fierce. I can’t get dinner. No sir! By 
God, I can’t. No sir! Yes sir!” Still under hypnosis 
but in the “waking” state following the dream he 
began to verbalize his thoughts on awakening. He 
stated that his left foot furt and was beginning to 
swell. He thought he would make a “monkey” 
out of his physician. 

Then he related that he hurried to the office of 
his doctor and displayed the swollen extremity. He 
described with delight the physician’s dismay. At 
this point the physician told him he would be trans- 
ferred to a psychiatric unit. The patient was 
awakened from his hypnotic trance with the sug- 
gestion that several days had passed since the 
dream. He awoke with the swelling but no com- 
plaints. Within a few hours the edema subsided. 

We see again that the patient in the later years of 
his illness had learned to unconsciously use his con- 
flict for his own ends. He associated that Mr. M 
was his chief officer aboard ship. He stated that he 
could not work since his foot was swollen and 
that he felt considerably more angry and aggressive 
whenever anyone tried to get him to work in spite 
of his illness. He stated that his superiors might 
have become increasingly less able to harm him 
since he is now armed by a swelling which seems 
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to increase a part of the body, as well as his personal 
adequacy. 

It would seem that the swelling of the extremitie 
was a displacement of the original swollen penis, 
His pride and his exhibitionism in displaying the 
symptom are indescribable. The symptom may 
have represented a defense against the ever-present 
castrator and at the same time may have repre 
sented a partial castration. It must be remembered 
that the extremity was “crippled.” 

As a final experiment, the examiner attempted to 
produce an edematous attack in the transference 
situation. In response to the daily need for reas. 
surance on the part of the patient who felt all 
hospital physicians thought him a fake, the ex 
aminer hinted that other physicians doubted the 
veracity of the patient. In order to be eligible for 
a medical discharge, a board of several physicians 
was necessary and this fact was explained. With 
great anger, the patient stated that he did not “give 
a damn” what the doctors thought. He left the 
interview abruptly and the next day was surly and 
unwilling to speak during the interview. On that 
occasion he angrily stated that psychiatrists were 
good for nothing and were preoccupied with sex. 

He left again in an extreme rage, later confessing 
that he wished to punch the examiner. That night 
he dreamed, “I met you (examiner) in my home 
town as you were coming over a hill. I had my gun 
with me and as I saw you coming I shot you dead. 
I felt good but my gun hand (right) began to 
swell.” The patient stated that he was so angry 
with the examiner that he did not wish to display 
the swollen right hand. After some reassurance 
during the interview, he changed his mind. He 
then demanded to display the hand to other doctors 
and he was permitted to do this. It was twice the 
size it had been the day before. 


Discussion 


There are innumerable aspects to every dream re 
lated which could be elaborated upon. In relation 
to this paper the main point is to demonstrate the 
function of the dream in his disease process. The 
events of the day prior to the dream contained an 
insoluble conflict with aggression against a father 
figure and fear of the consequences of this aggres 
sion. The wish in the latent content may hav 
been a passive homosexual submission to being 
sexually attacked by the father in order not to be 
castrated. The superficial wishes gained him many 
advantages and escapes in the realm of his reality 
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The day prior to a dream he was anxious, tense, 
perspired freely, flushed easily, and showed many 
evidences of autonomic system unbalance but no 
somatic evidence of a pathologic process appeared. 
The dream in the sleeping state mobilized psychic 
energy generated by the conscious and unconscious 
conflict and concentrated this energy on a given 
organ. The conflict was made clearer and was 
partially resolved in the dream. Initially, he per- 
mitted castration but awoke with anxiety at the 
unacceptable fantasy of being overcome by a father- 
figure. Then he suffered with cramps and no 
edema. 

Later he developed a protective symptom which 
allowed sleep to continue in spite of anxiety during 
the conflict. To do this he unconsciously mobilized 
psychic energy around an edematous extremity 
which was his reaction against the castration threat 
and still allowed a partial “crippling” of the ex- 
tremity. The pride in his swollen organ resembled 
the exhibitionism of the male child who displays 
his genitalia. It is true that the precise symptom 
was originated in the dream and completed on 
awakening; but the dream state seemed necessary 
for the production of the symptom. 

As Alexander points out, many normal physio- 
logic manifestations of an emotion-producing con- 
flict are apparent in the anxiety, fear, perspiration, 
increased heart beat, and increased flushing of the 
skin which occurred in the patient when he con- 
sciously faced his problem. He concludes that the 
morbidity in the condition of the “vegetative neuro- 
sis” consists in the chronicity of the emotional state. 

An even more important factor would seem to be 
the strength of the charge of psychic energy. Since 
vegetative changes are outside the jurisdiction of the 
voluntary motor system, the chief initiator of such 
changes must lie in a stimulus to the autonomic 
nervous system. Since the dream and the mecha- 
nisms of its formation are the excellent examples of 
unconscious activity, this unusual case demonstrates 
that the intensity of psychic energy is increased 
enough in the dream state to cause more than 
normal physiologic changes, e.g., massive edema. 


Case 2 


A 24-year-old male was sent to U. S. Marine Hos- 
pital, Ellis Island, New York. in December, 1943, fol- 
lowing a convulsive seizure. Tonic and clonic move- 
ments as well as tongue biting were observed. The 
patient stated that the first attack occurred in 1938. 
It took place about two months after a concussion of 
the brain. Thereafter, the seizures occurred about four 
times a year. They were ushered in by an aura which 
included a feeling that he was “floating through the 
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air” and it was followed by the movements described 
above. He frequently bit his tongue but never soiled 
himself. Treatment by several physicians did not al- 
leviate his symptoms. 

He entered a university hospital in 1940 and a com. 
plete organic workup including spinal tap, head x-rays, 
electroencephalogram, and an air encephalogram was 
done. No brain damage could be found. He was dis- 
charged with a diagnosis of “essential epilepsy” and 
given daily doses of phenobarbital. This drug did not 
lessen his attacks. The electroencephalographic find- 
ings demonstrated diffuse abnormalities indicative of 
a convulsive disorder. Thereafter, he completed three 
years of college and took part in all types of activities. 
The attacks periodically incapacitated him but since 
they occurred in the morning when he was at home, 
his condition was not discovered. He married in 1942 
and stated that his wife’s presence lessened his appre- 
hension and therefore the frequency of his attacks. 

The patient entered the Service in November, 1943, 
because he wished to be in uniform. He stated that 
he had undergone part of the intensive preliminary 
military training and had begun to have some difficulty 
with an overzealous superior. His attack and his en- 
trance into this hospital have been described. He could 
only add that when he had “too much sleep” he had 
more attacks. Therefore, he planned to never sleep 
more than seven hours. In addition, he stated that 
every other morning he awoke with clonic, jerky move- 
ments of his body and that these occasionally initiated 
an attack. Following a seizure, he was in a state of 
mental confusion and he then fell into a deep sleep 
for a few hours. He could not recall any dreams in 
relation to the seizures. He remembered only that the 
first spell of unconsciousness had occurred one morn- 
ing at the breakfast table at home. 

He was the fourth of 7 siblings who included 4 
brothers and 3 sisters; 1 younger sister had suffered with 
“fainting spells” but suffered no convulsive movements. 
His father was a stern, rigid man of 55 who had an ex- 
tremely volatile temper and whose rages caused great 
fear within the family. His mother died in 1942 prior 
to his marriage. He was strongly attached to her and 
she reciprocated this affection. There was no family 
history of “epilepsy,” migraine, or related states. 

His early life revealed no marked neuropathic traits. 
There were no unusual childhood illnesses or injuries. 
He never fainted nor did he recall any spells of un- 
consciousness. He was socially capable, outgoing, and 
had always been a good athlete. He was overdepen- 
dent upon his mother and would never make a deci- 
sion without her consent. He feared and quarreled fre- 
quently with his father because the latter often had 
disagreements with his mother. His father severely 
beat him. In later years, he became a good fighter 
and was noted for his almost irrational emotions while 
fighting. 

Other boys regarded him as “crazy” when he fought. 
In spite of his aggressiveness, he was passive, depen- 
dent, and enjoyed nothing better than to be at home 
with his mother. He had no marked masturbatory 
problems which he admitted and engaged in satisfac- 
tory heterosexual intercourse since the age of sixteen. 
He denied any homosexual encounters. He was im- 
pulsive and was said to be irresponsible in money 
matters and experienced difficulty in making an adjust- 
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ment at work. Authority of any type was anathema 
to him. He had earned as much as $70.00 per week 
after his marriage but felt constrained to leave home to 
“see the world.” He then joined the Service. His wife 
worked because of his known unreliability. 

He was hypnotized after the second interview 
and went into a deep trance. He was told to “free 
associate” concerning his illness and it was, sug- 
gested that he spell any word or phrase which re- 
lated to his attacks. He spelled the word “hate” 
and was told that he would dream of people and 
circumstances which might relate to the word and 
therefore to his illness. He returned the next morn- 
ing and stated that he dreamed that his father 
was beating his mother and himself. In the dream, 
his arms felt paralyzed and he could not strike back. 
When he awoke that morning, a convulsive seizure 
began. He had clonic movements of the body and 
extremities, and lost consciousness for a few seconds. 
He recovered from this attack sufficiently to visit 
the examiner. While relating this experience during 
the interview, some involuntary movements of the 
extremities began. 

He was hypnotized and urged to “associate” to 
the dream. He then recalled in detail his first con- 
vulsive seizure. He was sitting at breakfast with his 
father one morning in 1938. His father was in a 
surly mood that morning and the patient recollected 
that he (patient) felt apprehensive. There were 
insufficient breakfast buns on the table and his 
mother had placed more on his plate than she had 
on her husband’s. His father became quite angry 
and began to loudly berate and ridicule his wife. 
He implied that she was stupid and useless to him 
since she favored the patient whom he regarded 
as irresponsible. His mother began to cry and his 
father started to threaten his wife physically. The 
patient’s anger mounted and he recalled feeling 
great inner tension with a fantasy of picking up a 
knife on the table and stabbing his father. Alarmed 
at the thought, he ran into the kitchen and em- 
braced his weeping mother. He felt faint and be- 
gan to feel that he should commit suicide. He 
thought he would do this by “taking gas.” A fan- 
tasy occurred to him to go to the home of his 
maternal aunt and place his head within her gas 
oven. He lost consciousness and awoke with his 
mother comforting him. He was told by a visiting 
doctor that he had had a convulsive seizure. The 
next attack occurred about eight months later and 
in succeeding attacks the patient noted that they 
always occurred in the morning. In consequence, 
he feared sleeping. 

He was hypnotized and urged to relive the entire 
twenty-four-hour period prior to the second attack. 
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The day prior to the second seizure he had had a 
quarrel with the principal of his high school. This 
man threatened him with expulsion unless his be. 
havior and studies improved. To bring home this 
threat he temporarily suspended the patient. That 
night the patient ruminated with much anger how 
he would “get even” with the principal. He had 
fantasies that he would waylay and thrash this 
man. He fell asleep and dreamed, “I was followed 
by a cloud. Wherever I went this dark cloud fol. 
lowed and threatened to exterminate me. As it 
came nearer, I felt powerless. My hands were para- 
lyzed and I was terribly frightened. I ran to the 
top of the mountain and finally I was on the edge 
of a precipice. I woke up frightened.” As he re- 
lated this dream, his muscles began to twitch and 
he suddenly struck the examiner. With a cry, 
he threw himself off the examining table and 
proceeded to have clonic and tonic muscular move- 
ments. His jaw tensed and after several minutes 
of violent physical movement which required re. 
straint, he became quiet. 

The examiner was not able to contact the patient 
until all his physical activity had stopped. Then it 
was suggested that the event had passed and that 
he had successfully undergone the attack. He was 
awakened without the usual fatigue and confusion 
which followed his attacks. Hypnotized again, he 
was told to associate to the above dream. The 
dark cloud reminded him of his father whose 
presence in the home often placed a “damper” on 
his activities. He felt that running away to a moun- 
tain must be running to his mother for protection, 
This reminded him of his first attack when he put 
his arms about her. He related that on the preci 
pice, he had a feeling of “floating” which always 
preceded his convulsive seizure. As he “associated” 
the words “floating” and “precipice,” clonic move- 
ments of his extremities occurred. The examiner 
awakened him. He stated that he felt well. After 
all the attacks and the subsequent sleep, he awoke 
feeling “fresh as a daisy” and sometimes as though 
he had been “born again.” 

Since the violent reaction to related dreams was 
so unexpected and potentially dangerous, the re- 
maining related dreams were elicited with the 
suggestion that he awake without a convulsion. 
This suggestion was heeded. 

During his stay in the hospital, he was allowed a 
weekend pass and he spent two days in the com- 
pany of his father. Since he had begun to have 
some superficial insight into the aggression he felt 
toward his father, he became very uncomfortable 
in the presence of this man. He stated that they 
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had gone to a theatre and on one occasion had 
spoken of his now deceased mother. The thought 
flashed through his mind that his father’s behavior 
was responsible for the premature death of his 
mother. 

The patient claimed he did not sleep the first 
night they both spent in the same hotel room. 
The following evening his father returned home 
and the patient slept alone in this room. He re- 
called a feeling of tension and uneasiness prior to 
going to bed. He began to argue with himself that 
his father had changed and was not the cruel, 
thoughtless man he had always been. Nevertheless, 
he was conscious of great hostility and resentment 
toward his father. He fell asleep and dreamed, 
“I was in the house we used to live in. My mother 
was sleeping and it was night. A burglar came in 
and I saw him. As I tried to fight him my arms 
became powerless. I could not fight back.” Still 
under hypnosis, the patient began to undergo in- 
voluntary muscular movements and was told that 
the dream and subsequent event had already 
occurred. The convulsion stopped. He was then 
asked to associate to the dream. He stated that the 
burglar represented his father. He still could not 
help regarding this man as an intruder. The house 
was one where he recalled being very happy with 
his mother. He noted that again he was physically 
overcome by a man and was powerless to resist. 
With this statement, his muscles began to twitch. 
He was awakened. 

This individual was able to regress enough so 
that every convulsive seizure was traced to an initi- 
ating dream. The day before the dream there was 
great conflict with aggressive feelings toward his 
father or an authority figure. The dream content 
was always that of an attack by a symbolic figure 
which association always connected with his father. 
The feeling of muscular paralysis and the attempt 
to protect himself was contained in each dream. 
Several attacks were witnessed by the examiner. 
These were of such violence that there was need 
for restraint. 

An electroencephalogram indicated an electrocor- 
tical dysrythmia indicative of paroxysmal convul- 
sive disorder. Through the use of regression, while 
the patient was under hypnosis, it was possible to 
alter the brain waves by suggesting that the patient 
was at an age prior to the first attack. This psycho- 
somatic problem has been related elsewhere (4). 


Discussion 
In this individual, the chief conflict—which ap- 
peared almost “naked” in the dream state—initiated 
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the voluntary muscular convulsive movements. 
There was a superficial conscious and preconscious 
recognition of his problem prior to going to sleep. 
However, only in the dream state was his affective 
recognition of the unconscious problem capable of 
sending impulses strong enough so that the cerebral 
cortex initiated muscular contractions. These con- 
tractions contrived to expend the uncontrollable en- 
ergy released by the conflict. The problem of an 
overwhelming aggression was of paramount im- 
portance in this case. Unable to sufficiently express 
it on a conscious level or even in the dream, he 
initially expressed it as a convulsion in the dream 
state and continued it upon awakening. On the 
surface, his muscular spasms were violent attempts 
to release this aggression. In addition to his own 
aggressiveness there was a defense against the re- 
ciprocal aggression of the father. His feeling of 
paralysis and inevitability of physical attack by the 
father figure seemed to represent the fear of sub- 
mitting to his passive homosexual desire. At the 
moment during which the father attacked, a con- 
vulsion started. 

The seizure represented a punishment for his 
aggressive and murderous thoughts and also the 
release of his aggression as a defense against his 
homosexual desires. In this dependent, passive indi- 
vidual, the mother seemed to be protective agent 
who helped to ward off the threatening parent. 
The fantasy of suicide by means of taking gas in 
the oven of the maternal aunt might demonstrate 
an unconscious symbolic wish for an intrauterine 
type of care. 

The aura of “floating” was connected with the 
patient’s version of one’s feelings when asphyxiated. 
The expiration of aggressive tendencies and the 
feeling of being “reborn” followed the anxiety after 
each seizure. 

It seemed possible that the psychic energy neces- 
sary to bring on an attack was an accumulative 
charge. Between attacks, the patient may well have 
encountered numerous like situations with au- 
thority. However, only when his threshold for 
seizure was passed did his attack begin. In a man 
with an organic or “constitutional” predisposition, 
the building up of sufficient psychic charge depends 
on the threshold and on the specificity of trauma 
encountered relative to his problem. In this case, 
the transformation of the conflict in a dream state 
seemed necessary. The latter state removed the last 
“pretenses” which clothed the conflict and allowed 
the energy resulting from the conflict to become a 
trigger for the attack. 
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GENERAL DISCUSSION 


Two unusual cases have been presented in which 
the dream and symptom were closely interrelated. 
The conscious and preconscious conflicts were 
clearly and strongly expressed in a relatively un- 
disguised dream. In consequence, powerful erotic 
and aggressive forces were unleashed which instead 
of disturbing sleep gave vent to a symptom com- 
plex. The entire psychologic process was re-enacted 
through the use of hypnosis. 

Both cases became more acutely ill in the mili- 
tary service. It is generally recognized that uncon- 
scious homosexuality and difficulties with authority 
are the precipitating factors in many emotional ill- 
nesses within the military individual. The symp- 
toms in these two cases seemed to be partially due 
to the same basic causes. We can conjecture that 
other elements enter the picture. Perhaps the pro- 
nounced narcissism of these individuals may explain 
the physiologic changes which occurred. Both men 
were immature, self-preoccupied and made poor 
object choices in their love life. Whenever frustrated 
by any problem in reality both men sought recourse 
within themselves. 

In one individual, the psychic charge was released 
through the vegetative system so that the resultant 
autonomic imbalance led to angioneurotic edema. 
The specificity of the organs chosen was uncon- 
sciously determined on the basis of unconscious 
needs. Precisely why the skin represented the out- 
let could not be accurately ascertained. Conjectures 
should certainly include a familial and a personal 
predisposition to skin disorders. In the other case, 
direct motor enervation continued during the dream 
state. Simmel (8) attempted to explain the som- 
nambulistic state by conjecturing that the precon- 
scious dream work maintained contact with the 
motor centers. In this manner, the motor activity 
continued in spite of the sleep state. This is a highiy 
plausible hypothesis in the convulsive seizure re- 
lated above. Prior to the sleep and dream state, 
the patient dimly recognized his ambivalent feeling 
toward his father and this realization of his growing 
conflict seems to have precipitated the dream. 

At any rate, the impulses generated by an un- 
endurable psychic conflict were sufficient to stimu- 
late the cerebral cortex and cause a convulsive 
seizure. It was true that a brief period of conscious- 
ness was necessary after awakening from the dream 
before the convulsion could be completed. Such a 
seizure was re-enacted during the hypnotic session. 

Psychoanalytic investigators have hypothesized 
that during sleep the ego has an opportunity to re- 
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cover from present and past injuries to its narcis 
sism by nightly regressions to earlier stages of in 
stinctual development. In these cases a dream 
usually occurred when a conflict with sufficiently 
strong aggressive and erotic impulses sought 
means of expression. The ego sought through 
means of hallucinatory wish fulfillment in the 
dream to give vent to forbidden impulses in a dis 
guised manner so that sleep might be maintained. 
The dream continued to express a forbidden wish 
fulfillment and, instead of being disguised by the 
dream censor or interrupted by anxiety, was capable 
of maintaining sleep because the symptoms were 3 
substitute for anxiety. This solution was possible 
because of the presence of certain personal and per 
haps “constitutional” predispositions, and was in- 
itiated by unconscious conflicts. 

The disease-dream relationship thus represents a 
“perfect” mechanism in which a psychic conflic 
and the psychic energy released by it initiates an 
altered physiologic state. This mechanism may wel 
occur in many illnesses in which there are psychic 
and somatic factors. In psychosomatic disease, psy- 
chic representations of the symptoms and pathogenic 
situations are often present in symbolic disguises 
within the dream. 

In the above cases, suggestion under hypnosis was 
sufficient to prevent the reliving of a symptom by 
producing an amnesia from the moment of the 
conflict awareness to a period several hours after 
the symptoms subsided. Thus the period when 
physiologic changes occurred was circumvented. By 
literally shortcircuiting the psychic charge produced 
by a conflict, the symptom complex which usually 
followed could be avoided. 

The sleep and dream state per se must be re- 
garded as a vital and necessary part in the under 
standing of psychosomatic states. Although the 
relationship between the dream and symptom ap 
pear to be unusual, there is the possibility that this 
is a more common phenomenon than is recognized. 
In many illnesses which appear in the morning, 
the dream is often not recollected. To comprehend 
the conflict which initiates the symptom in psy- 
chosomatic states, the understanding of the dream 
would appear to be vital. 


SUMMARY AND CONCLUSIONS 


1. Sleep is a regression to a primitive narcissistic 
state when the ego attempts to recover from injuries 
to its narcissism by going back to earlier stages i0 
instinctual development. These nightly regressions 
serve two purposes: They temporarily deny reality 
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on one hand, and on the other hand block the 
motor portion of the brain center. 

A case of angioneurotic edema and one of con- 
vulsive seizure were shown to have had symptoms 
only during and after a dream state. In both of 
these cases, impulses to act out the conflict in dreams 
could not be exercised by the motor apparatus so that 
these energies seemed to reinforce the sensory ap- 
paratus and to increase internal perception. The 
increased internal perception produced dreams in 
which forbidden aggressive and instinctual drives 
were acted out in the dream state and the symptom 
complex was substituted for the thwarted motor 
discharge. In one individual the psychic charge 
was released through the vegetative system. There 
is some evidence for a familial and personal pre- 
disposition for skin disorders in this man. It can 
only be conjectured that the skin represented an 
erotic outlet which was equated in some manner to 
an earlier stage of sexual development. 

In the other case, an unendurable psychic conflict 
generated enough energy to stimulate the motor 
cortex and cause a convulsive seizure. This seems 
to have represented the ego’s attempt to defend 
itself against murderously aggressive drives by re- 
gressing to an infantile stage in which rage and 
uncoordinated movements could be discharged 
without danger to the ego or offense to the super- 
ego. The symptoms in both cases seemed to repre- 
sent a simultaneous gratification and punishment 
for forbidden sexual and aggressive strivings. 

2. It is commonly accepted that the actions during 
the day and repressed thoughts of that day may be 
portrayed in dream. However, it is less fully real- 
ized that symptoms may follow dreams; fairly fre- 
quently minor somatic symptoms, which appear 
most often in the morning, may be attempted solu- 
tions of unresolved conflicts in a dream of the night 
before. Such symptoms may appear 1) as safety 
valves against the appearance of repressed material 
2) and/or as a harbor for libidinal energy. 
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3. Endopsychic perception of illness in dreams 
has often been reported in cases of psychoses and in 
not a few cases of serious organic disorders. Some 
writers have even included death as having been 
predicted. In the presented cases, the temporal 
sequence of dream and disease is suggestive of the 
manner in which the unconscious may forecast or- 
ganic illness. 


4. As an addition; in the above cases, suggestion 
under hypnosis prevented the reliving of a symptom 
by producing amnesia from the moment of con- 
flict awareness, to a period several hours after the 
symptoms subsided. Thus the period when physio- 
logic changes occurred was circumvented. By short- 
circuiting the psychic charge produced by a con- 
flict, the symptom-complex which usually followed 
could be avoided. This may offer some tentative 
evidence that symptoms anticipated in dreams can 
be avoided by other psychologic means. At the 
present time, psychoanalysis offers the best means 
for this. 
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CLINICAL NOTES 


Treatment of a Case of Peptic Ulcer 
and Personality Disorder 


FRANZ ALEXANDER, M.D. 


HE purpose of this presentation is to demon- 

strate the nature of the psychoanalytic material, 
of the therapeutic process, and results obtained by 
a treatment procedure which in certain aspects devi- 
ates from the customary psychoanalytic technic. The 
material and results here presented were obtained in 
36 sessions during ten months of treatment of a 
23-year-old university student suffering from duo- 
denal ulcer and from a deep-seated personality dis- 
order. This presentation will show that during 
these 36 interviews the same type of unconscious 
material was obtained and the same kind of thera- 
peutic results were achieved as in the customary 
prolonged psychoanalytic treatments in daily inter- 
views. Of course, no complete evidence can be 
offered for the validity of this statement because the 
same patient cannot be treated by both methods. 
The comparison must be based on extensive experi- 
ence with similar cases which were treated by the 
usual technic. In the last fifteen years I have ‘had 
the opportunity to treat and to supervise the treat- 
ment of several patients suffering from peptic ulcer 
and my statement is based on this type of experi- 
ence. Naturally the generalization cannot be drawn 
that every case can be successfully treated in such a 
relatively small number of interviews. On the other 
hand, it appears to me and to some of my coworkers 
that this kind of less frequent and more active type 
of treatment is more suitable in a large number of 
cases which in the past were treated with the cus- 
tomary technic. Moreover, it seems that in many 
cases the customary technic is not only not required 
but is unsuitable because it prolongs recovery and 
may even counteract it. It is not the purpose of this 
study, however, to try to decide the crucial problem 
of technic. I do not propose to formulate precise 
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indications for therapy conducted in less frequent 
but more active interviews, although to arrive at 
such formulations is the ultimate aim of this kind 
of case study. 

The patient was a 23-year-old university student, 
who during the treatment was working on a thesis 
for his Master’s degree. He had had a hemorrhage 
from ulcer five years before treatment, when he was 
18 years old. The hemorrhage was preceded by 
only a short period of stomach complaints. The 
patient from that time on was on a strict ulcer diet 
and medication (atropin and alkalis) and had con- 
tinuous mild discomfort which was relieved by 
eating. The repeated x-ray examinations showed a 
fleck and scarring in the duodenum. Stomach fluor- 
oscopy on October 30, 1945 showed a slight de- 
formity of the duodenal bulb with a tiny central 
fleck which was interpreted either as a small crater 
or central scar. From this radiating folds were seen. 

The patient came to me on the recommendation 
of his best friend whose father had had a peptic 
ulcer and whom I had treated successfully years 
ago in psychoanalysis. In the first consultation the 
patient described lucidly his major problem: his 
difficulty in expressing any form of emotion. This 
manifested itself outwardly by a studied casualness 
which pervaded his total behavior. He dressed witt 
a pronounced sloppiness which exceeded even the 
usual college style. His shirt was unbuttoned, his 
tie conspicuously loose, his shoes worn out and un- 
polished and his trousers wrinkled. He was, how- 
ever, quite clean in both body and attire. His facial 
expression was that of boredom mixed with a con- 
descending superior attitude and manifested by a 
sophisticated noncommittal smile. His speech was 
somewhat monotonous and he used the technic of 
understatement to an excess. While all these man- 
nerisms—obvious character defenses in Reich’s ter- 
minology—were not conscious, he was painfully 
aware of his inhibitions in expressing feelings toward 
other people. He could never sustain a love rela- 
tionship because he did not allow himself to become 
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involved. After the first or second intimate contact, 
the whole affair became a “bother” for him and he 
soon terminated it. In fact, he never had sexual 
contact with a girl more than once or twice. After 
this he had a great desire to extricate himself from 
the affair and became very irritated toward the girl. 
He suffered invariably from premature ejaculation. 
Apart from these interpersonal disturbances he was 
scholastically very successful and quite interested in 
his field. He was ambitious and had the ability to 
sustain concentration over a long period of time. 

The patient was the son of a professional man of 
high reputation in a large eastern city. While the 
patient was quiet and amenable to parental gui- 
dance, his brother, three years older, the only sibling, 
was independent and rebellious and not well con- 
trolled by the parents. The brother was frequently 
punished, on which occasions the patient felt guilty 
because he escaped punishment and was held up to 
the brother as an example; yet secretly he approved 
of his brother’s independent actions and admired 
his bravado. 

The patient attended the public school and was 
an excellent student but could not attain a sense of 
security as a member of any group of contempo- 
raries. Instead of spending his time with persons 
of his own age, he became the junior and protected 
member of the group with whom his brother habitu- 
ally spent his time. As a consequence, he could 
satisfactorily avoid for a time the necessity of assum- 
ing any social responsibility and of participating as 
an equal in the activities of his associates. Thus he 
became quite dependent upon his brother. When 
he was 12 years old, his brother went to a prepara- 
tory school, and the patient no longer had a group 
with whom he could feel at home and secure. As 
a reaction, he turned to his parents completely for 
affection and approval and even as companions for 
his extraschool hours. For exercise he took private 
boxing lessons and in the evenings he frequently 
played cards with his parents. When he was 13 
years old his brother died suddenly, leaving him 
even more dependent upon his parents. His parents, 
in turn, spent more and more time with him, 
making him feel that he had become increasingly 
important to them. Instead of going to camp, he 
spent the summers with his parents. 

During the initial consultation, the patient was 
quite confused concerning his reaction to brother’s 
death. He felt it as a great loss—he lost his pro- 
tector—but he thought that he might have had 
some hidden satisfaction about becoming the only 
interest of his parents. He did not know whether 
or not he had guilt feelings about this. 
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Two years after the brother’s death, his father 
died. The patient was then 15 years old. When his 
mother broke down, the patient was aware of her 
desire to treat him as a little man, as an adult. She 
began to consult him in her business affairs. He 
behaved as his mother wanted and acted as a 
mature person. At that time, however, and also 
when he consulted me, he was not aware of his 
affectation—playing the role of the superior man; 
neither did he realize the extreme insecurity which 
existed underneath, covered up by a sham maturity. 
Outwardly he acted the role of the secure, unper- 
turbable, casual strong man so well that he suc- 
ceeded in convincing himself of the reality of this 
role. This statement I am making on the basis of 
the fact that he completely repudiated my first inter- 
pretations concerning his dependent feeling toward 
his mother. He emphasized that he was not depen- 
dent upon her, but she was dependent on him. So 
far as external appearance went, this statement was 
certainly valid. 

Shortly after his father’s death the patient left 
home to go to school. Later he dated the beginnings 
of his mannerism of casualness from this period. 
But at the beginning of his treatment he believed 
that no person or thing was of great emotional 
significance to him. Nevertheless he strove for 
academic and athletic success. He achieved aca- 
demic success but that did not give him the kind of 
esteem which he secretly cherished although he was 
not too ready to admit this to himself. At this one 
point, his defense, that he did not care for anything, 
was not quite successful. He was also aware of the 
fact that he was actually more dependent upon the 
good opinion of others than he wanted to let him- 
self believe. He dreaded anyone’s perceiving any 
form of insecurity in him and he loathed pity and 
sympathy from his friends. Where his character 
defenses were weakest was in his relationship to 
women. Here he was quite aware that everything 
was not all right. He was puzzled by the fact that 
once he succeeded in making a conquest he lost 
interest, was incapable of returning the affection 
which he aroused in his sexual partner, refused any 
responsibilities which such a relationship involves, 
became unstable and terminated the relationship at 
once. He was, of course, very much concerned 
about his premature ejaculation and the sham of his 
pose of the successful lover. The consciousness of 
his sexual and emotional inadequacy was the main 
motive for his desire to be analyzed. He had some 
general knowledge that this emotional problem 
might have something to do with his ulcer. 

The first interview following two preliminary 
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ones was spent in telling about his inability to 
express emotions, to commit himself to anything 
because of this fear of failure, his feeling that to 
show emotion is a sign of weakness. He remarked 
that his father, who also suffered from ulcer, had 
the same attitude; he was undemonstrative and 
casual. He mentioned his ambition in grade school 
to be on the ball team. He admitted that he was 
afraid that he would give the impression to the 
analyst of being too young and immature. He 
dwelt upon his consciousness of pimples, his fear 
of rejection, his concern about premature ejacula- 
tion. In the first hour, in response to my interpre- 
tation of his studied casualness, he became aware 
that this was a defense against showing concern for 
the opinion of others. He related a recurring dream 
in which he could not make a train on account of 
some kind of obstacle, such as dropping the ticket 
or not being able to find a taxi. This dream was 
interpreted as an attempt to attach his basic in- 
security to some trivial thing such as fear of missing 
a train. Whereupon the patient began to speak of 
the time when his brother died and his mother 
explicitly told him that he must now take the place 
of two sons. He mentioned his mixed feelings at 
his brother’s death. The emotional content of the 
first interview can be summarized as follows: the 
patient had verbalized his extreme ambition to live 
up to expectations, particularly that of his mother, 
his fear of failure, and his defensive measures, 
covering up his inferiority feelings with his man- 
neristic casualness. . 

As often occurs in psychoanalytic treatment, the 
patient’s first dream, related in the second interview, 
brought his central conflict clearly to the fore. In 
this dream, the patient was riding on a bicycle with 
his mother. He was at the handlebars and lost 
control. The brakes did not work and the two fell 
over a precipice. The patient fell first and then saw 
his mother fall. She was obviously hurt, probably 
she died. The patient remained unhurt. His asso- 
ciations centered around his mother’s unselfishness 
and yet he would not consider her death at present 
a tragedy. This dream was not interpreted in all 
its overdeterminations at that time. In the course 
of the treatment, however, we returned to it repeat- 
edly. In this interview I called his attention to his 
denial of his dependent attachment to his mother. 
I also suggested that the dream might show some 
insecurity about assuming the leadership his mother 
had expected of him, that he should substitute for 
the two deceased members of the family and that 
the dream might indicate that because of her strong, 
excessive demands upon patient, the mother was an 
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emotional liability. The patient immediately accepted 
the latter statement but denied any dependence. 

In the third interview, which took place a week 
later, the patient turned toward memories of his 
father and then to a professor who was very kind 
to him. Although the memories of the father were 
ambivalent, the tender feelings prevailed. He re- 
called his father’s giving him an extra dollar in an 
amusement park and again of driving with the 
father and mother. This made him feel tender and 
he felt very much ashamed while telling it. He also 
mentioned his difficulty in accepting any gift and 
that he never could allow anybody to pay for him 
in restaurants. The patient appeared much less 
tense in this interview and his whole behavior re- 
vealed the beginnings of a positive dependent trans- 
ference towards the analyst. The patient also re- 
ported that during this last week he had felt much 
better and his stomach symptoms had remarkably 
improved. 

A guiding principle which we have found of 
great therapeutic value in our Institute is not to 
allow the patient more regressive gratifications in a 
dependent transference relationship than is neces- 
sary. For this reason, one should not give more 
interviews than are needed. However, in order to 
give further relief to this patient from his symp- 
toms, I saw him again three days later. In this 
interview, he talked about his early sexual curiosity, 
about childhood masturbation, and his father’s at- 
tempts to impress him with the evil effects of 
masturbation. He then spoke about his first ejacu- 
lation, his first sexual contact with a girl, and his 
ejaculation precox which he never could control. 
He described his feeling that after ejaculation he 
wanted to get rid of the girl, “to kick her out of the 
bed”; he spoke of his complete lack of tenderness. 
At this time, the patient was going with three girls 
and with one he had had intercourse. He was 
brutal with her afterwards and did not even walk 
home with her. He was quite aware of his fear of 
appearing weak by showing emotion. The shame 
about tender feelings was the outstanding emotional 
content of this interview. 

In the fifth interview, the patient’s aggressive 
feelings were expressed and discussed for the first 
time. He reported a dream in which he tried to 
hurt someone but was prevented from doing so. 
The association material centered around his rela- 
tionship to men. It became obvious that although 
patient would like to have friends upon whom he 
could lean, he could not allow himself to do so. We 
discussed his competitive tendencies, fed by his feel- 
ings of inferiority, which in themselves were the 
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result of his dependent leanings. The association 
material made it possible to trace his competitive- 
ness back to his attitude toward his aggressive and 
independent brother and father. We also discussed 
how his inferiority feelings were responsible for his 
exhibitionistic trends, his desire to become the center 
of the party and also why he was interested in girls 
only for the sake of conquest, for the prestige which 
he derived from the conquest. In this interview, the 
patient reported that he continued to feel much 
better although he did not keep his diet strictly any 
longer. This interview took place three weeks after 
the beginning of the treatment. 

A week later, in the sixth interview, the patient’s 
material continued to revolve around his exhibition- 
ism. Now the tendency to blush and to become 
embarrassed came to the fore. This tendency could 
be explained as reactions to his exhibitionist tenden- 
cies; it was caused by his guilt feelings. In a dream 
he was walking down a grandstand with a girl. She 
was following him. He was afraid she would fall 
through the benches. She actually fell but was not 
hurt. The patient in the dream is willing to make 
the girl a fallen woman only in order to gratify his 
vanity. Incidentally, this dream was one of a dream 
pair, the second one being a punishment dream for 
the narcissistic inconsiderate gratification expressed 
in the first dream. In the second dream he was with 
the same girl in a room and she saw his soiled 
underwear. He felt very much ashamed. 

In the next interview three days later, the patient 
continued to produce material concerning his exhibi- 
tionism. He reported a dream in which he was in 
a room, probably in a hospital, about to undress. 
His mother was in the room and the patient wanted 
her to leave. His mother said, “Don’t be silly, you 
will be undressed for the operation anyhow.” His 
associations led in a beeline to memories of maternal 
seduction. His mother often walked around the 
house completely naked in his presence. When the 
patient had to undress in a doctor’s office, his mother 
was always present. When he was twelve, his 
mother told him that she purposely exposed her- 
self to him in order to acquaint him with female 
anatomy. He remarked that this was inconsistent 
with her disinclination to discuss sexual matters in 
his earlier years. 

At this time, his mother was just about to come 
to Chicago for a visit and wanted to live in her son’s 
apartment, but he reserved a room in a hotel for 
her. He said that he felt uncomfortable when his 
mother touched his leg or had any physical contact 
with him. He remembered that even when he was 
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his mother bathed him. Further memories were 
about mutual masturbation with a neighbor boy 
when he was five or six years old. His mother had 
suspicions about this and had questioned him. The 
patient mentioned in this interview that he had never 
had wet dreams in which he ejaculated after intro- 
duction of the penis; ejaculation always occurred 
before. In this interview, the patient’s inferiority 
feelings were retraced to the mother’s contradictory 
attitude toward sex; without being aware of it she 
had a seductive influence upon him and at the same 
time intimidated his sexual manifestations. This 
created in the patient the feeling that he could not 
live up to his mother’s wish that he be a full-grown 
man. On this occasion, his character defense of 
studied casualness was again discussed and ex- 
plained as the patient’s desire to assume the external 
earmarks of a strong mature man since in this way 
he could allay his feelings of inadequacy. In the 
same interview, the discrepancy between his actual 
immaturity and his histrionic display of maturity 
were impressed upon the patient. He was at this 
time symptom-free and felt he had a greater capacity 
to control his embarrassment in the company of men. 

For external reasons the next interview, the 
eighth, was held two weeks later. In the meantime, 
the patient’s mother had visited him for six days. 
During this time, he had a relapse. He felt more 
inhibited towards his girl friend, he became angry 
with her on account of her seductive behavior; he 
had a homosexual dream and his fear of premature 
ejaculation increased. He felt that he wanted to get 
rid of his mother. He hated to show any feeling 
toward his mother in the presence of others, but 
even when he was alone he never showed real affec- 
tion toward her. He recalled that when he was 
fifteen the headmaster wanted to promote him to 
another grade but his mother did not believe that 
he could make it. This had hurt him profoundly. 
During this interview, the patient showed marked 
signs of dependent transference relationship. The 
psychodynamic situation of this session could be 
reconstructed as a retreat from heterosexuality be- 
cause of the old insecurity pattern in relation to his 
mother. At the same time, his dependent attitude 
toward the analyst was coming to the fore as a 
substitute for dependence on his mother. From the 
point of view of therapeutic progress, however, it is 
important to note that the patient became more 
tolerant towards his dependent wishes. He observed 
this and remarked that he was able for the first time 
to ask and receive something from another person. 

A week later, in the ninth interview, he related 
that he had invited to dinner a girl who appealed 
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to him very much. This girl, however, was in love 
with someone else and he felt terribly rebuffed. His 
interest in this girl was motivated mainly by his 
need for prestige. Sexual conquest was his means 
of overcoming the shame—which had become more 
intense because of the mobilization of his dependent 
leanings towards the analyst. During the same in- 
terview, the patient reported a dream which pre- 
ceded the dinner with the girl. It was about his 








older son 


Desire to retreat to dependence inhibited 
by shame h 


Failure (caused by guilt and fear) of 
sexual relations 


Compensatory exhibitionism and aggressive 
sexual behavior aimed solely at conquest 


Aggressive competitive ambition reinforced 
by mother’s desire for him to be a man 
who will substitute for husband and 
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creates an intense injury to his pride and drives him 
to an immature exhibitionistic type of relationship 
toward girls, with sexual conquest as the only goal. 
Failure in his sexual relationships then throws him 
back again to his dependent role, which he desper- 
ately tries to deny by his external behavior. It can 
be reproduced graphically as a vicious circle typical 
of many neuroses. This psychodynamic pattern is 
roughly reproduced in the following diagram: 


Guilt (Oedipus) and anxiety of failure 
inhibiting aggressiveness 


Retreat to early (pregenital) dependence 
on mother 


Shame about dependence on mother (Nar- 
Cissistic injury ) 


Repression of dependence on mother and 
displacement on father and father images 





Shame about dependence on men 


Psychodynamics of a neurotic vicious circle. 


mother. Two of her sons were killed in the war. 
The patient was the third and only surviving chiid. 
He tells mother to go to bed. There were three 
pillows on the bed but none under her head. The 
patient put one pillow under her head and while he 
was doing it he became panicky, realizing that she 
was now depending solely on him. In associations, 
the patient mentioned that after his brother died, 
his mother had called him her two little boys. The 
following night the patient had a dream in which 
he received a special delivery letter from the analyst 
and he was very happy to get it. This sequence of 
dreams corresponded to his basic psychodynamic 
pattern: the patient retreats from the difficulties of 
adulthood, into which his mother wants to push 
him, to dependent relationship towards men—at the 
present, toward the analyst. This retreat in turn 


At this phase of the treatment a definite sign 
appeared that this original pattern was beginning 
to be modified: he became more tolerant toward 
accepting some dependence upon the analyst, as evi- 
denced in the dream in which he is openly happy 
to receive the analyst’s special delivery letter. This 
was further evident in his less defensive attitude 
during the interviews, which showed the earmarks 
of a positive dependent relationship to the analyst. 
This new behavior pattern in the patient was once 
present in the past, namely, between his sixth and 
thirteenth years, when he could still allow himself 
tender dependent feeling toward his father and the 
protection of his brother. After his brother’s death, 
this attitude became repressed because of mother’s 
emotional demands. When his father died, he be 
came his mother’s only emotional support. 
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The question is what made the Ego at this time 
of treatment more tolerant of accepting help with- 
out shame. The hitherto unconscious desire was 
now becoming conscious because it had been con- 
sistently interpreted and dealt with by the analyst 
as natural. This was the main factor which allowed 
the patient to make the shift. The unconscious 
dependent feelings towards the analyst had not been 
allowed to become too strong and their earliest 
manifestations had been interpreted without criti- 
cism or condemnation. The analyst avoided speak- 
ing of the patient’s dependent needs with any con- 
demnatory connotation, such as: “You are showing 
infantile dependence upon your analysis.” —“This is 
your latent homosexuality,” etc. Instead, it was al- 
ways emphasized as quite natural if you come to a 
doctor, to want help from him and to lean on him 
as long as you need him. That this relationship 
gave opportunity to satisfy his repressed earlier de- 
pendent longing was also mentioned. The technic 
of seeing the patient in infrequent interviews was 
adopted for the same reasons, on the basis of pre- 
vious experience with ulcer patients who are likely 
to get involved during analysis in a severe conflict 
between overly strong dependent desires and the 
need to reject them because of shame and the wish 
to deny this dependence. The technical problem 
was to allow the patient to tolerate a certain amount 
of dependent tendencies and to gratify them in an 
acceptable manner compatible with his age and total 
personality. It was anticipated that when the pa- 
tient’s dependent needs were drained through ac- 
ceptable channels, his needs for overcompensation 
would diminish. This in turn would diminish the 
patient’s feeling of inferiority and embarrassment, 
and also his guilt feelings aroused through his 
aggressive, competitive exhibitionist behavior. The 
therapeutic plan was then to help the patient have 
life experiences which would increase his security: 
namely to achieve a successful relationship with 
women and a greater ease in the company of men. 
This aim could be achieved by making his guilt 
feelings, a result of his aggressive tendencies, con- 
scious and allowing him to recognize the main 
source of his insecurity: the premature demands 
of the mother to have her son substitute for the 
deceased husband and older son. Improvement in 
the peptic ulcer symptoms could then be expected 


‘as a natural consequence of this changed personality 


pattern. The first step was accomplished by allow- 
ing the patient to drain his dependent needs in the 
treatment situation without arousing shame, thus, 
moderating his need for overcompensatory compe- 
tition and aggression. This increased his chances 
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for achieving more success‘ul interpersonal rela- 
tions—sexual and social. 

In the next two interviews, three days apart, the 
patient expressed in a dream his desire to be loved 
by “a good mother.” In this dream the mother 
image is split. The housekeeper of a snobbish, 
ambitious lady friend of the mother appeared as 
the good mother; the snobbish lady corresponded 
to the bad mother. This housekeeper helped the 
patient with a task his mother had demanded he 
perform. In the past this housekeeper had actually 
showed her liking for the patient and when he and 
his mother were invited to this home, she always 
prepared the patient’s favorite food. In the same 
interview, the patient for the first time openly ex- 
pressed a demand for more attention from the 
analyst and showed irritation because these demands 
were not fulfilled. This mav be considered as a shift 
from a dependent father transference to a more 
deeply repressed dependent mother transference. 

On account of the Christmas holidays, the patient 
left town for four weeks. When he returned for the 
twelfth interview he reported that he had had no 
stomach symptoms; the only dietary direction he 
still kept was to eat frequently. In a dream before 
the twelfth interview, the day after he returned to 
resume his analysis, he missed the train to Chicago, 
one train after another. His cousin L and his 
mother tried to get him on the train but were un- 
successful. L was a substitute for his brother: he 
was the brother’s friend, a big bully, who often 
frightened the patient in the past. This dream 
expresses his feelings that both his mother and his 
brother had had the same influence upon him, 
namely, they stimulated his desire to grow up. This 
desire was expressed in the dream by taking the 
train to Chicago. Abundant memory material came 
up during association to the dream of his envy of 
the brother’s strength and independence. He re- 
called then when he was eleven he noticed that 
brother had pubic hair. Many similar memories 
were related during this session. The content can 
be summarized as the patient’s unsuccessful at- 
tempts to emancipate himself from his mother. His 
brother’s example stimulated this desire but he was 
not yet ready and shrank back into the dependent 
role toward both parents. 

In the next interview, a week later, the same topic 
was continued. It is interesting to note that the 
interval did not interrupt the unconscious process. 
The night before the interview, the patient dreamt 
again of his mother and cousin, L. There was a 
party for L’s wedding, L had no car and the patient 
and mother offered to give him a lift. L phoned 
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that he would be a little late. The mother answered: 
“You cannot expect us to wait. You must find your 
own way.” In his associations, the patient spoke of 
mother’s dislike for L. It is obvious that the patient 
in his dream clearly expresses his wish that his 
mother would leave the brother out in the cold and 
concentrate entirely on the patient. He gives up the 
struggle expressed in the previous dream to become 
like his brother and accepts the simple solution of 
becoming mother’s only beloved son. In this session, 
for the first time he began to realize that his inability 
to accept his mother’s love was caused by his guilt 
toward his brother who was always scolded and 
punished by the parents and who died when the 
patient was 13 years old. 

In the fourteenth interview, competitive oedipal 
material toward his father appeared for the first 
time in the form of memories concerning his father’s 
interest in other women and in a dream in which 
his father appears with another woman and con- 
spires against the patient and his mother. The 
weekend before this interview, when he visited his 
mother at home, he felt more relaxed than usual. 

In the fifteenth interview, competition with his 
brother came out, mixed with a definite hostile 
deprecatory attitude towards his brother and male 
competitors in general. This appeared in the form 
of a dream about swimming, in which he saw 
another fellow who swam very well and whom he 
then depreciated. The patient was never a good 
swimmer while his brother was an excellent one. In 
the same interview, however, the patient reported 
another dream which expressed the opposite ten- 
dency, a retreat from competitiveness into a passive 
homosexual attitude. 

In the sixteenth interview, patient reported a 
dream in which his mother and father had a quarrel 
and patched it up. The patient felt great elation 
over this. The associations lead back to several epi- 
sodes in the patient’s life in which the parents 
quarreled with each other. He usually took mother’s 
side but never completely. His feelings were some- 
what mixed. In this connection, another motive for 
the patient’s inability to identify himself with his 
brother and father began to become apparent. The 
mother’s pushing him to become an adult intensi- 
fied his own oedipal tendencies and at the same 
time increased his guilt, thus throwing him back 
to the more passive and dependent attitude. In this 
dream, the patient makes an effort to solve this 
problem by the principle of live and let live. He 
allows the parents to be happy with each other. 
About a week before this dream, the patient had 
invited a girl to dinner, someone who appealed to 
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him a great deal. On this occasion, the girl con- 
sented to have intercourse with him as soon as her 
period was over. A few days later they had a very 
satisfactory relationship which had continued for 
several days. This relationship was already pretty 
well established when the patient dreamt about the 
parents patching up their quarrel. The patient’s 
habitual premature ejaculation completely disap- 
peared. He felt a great amount of selfconfidence 
because this was the first time he had had a con- 
tinued relationship with a girl. He liked the girl 
very much. She cooked for him and the whole 
relationship assumed a steady character. It became 
clear that the patient’s dream, allowing his parents 
happiness, was prompted by his being successful 
and happy with his girl. 

While the patient’s actual behavior showed defi- 
nite improvement in the direction of sexual matura- 
tion, in his dreams unsuccessful competition with 
the brother and brother images continued. These 
dreams were characterized, however, by persistence 
in making an effort towards success. At that time, 
the patient had no stomach symptoms and ate every- 
thing without restriction. His apparent good adjust- 
ment, however, was still not on a solid foundation 
as is evidenced by such immature acts as calling his 
mother long distance as his girl friend was standing 
in the shower preparing for intercourse. In the next 
few interviews this tendency to brag and emphasize 
his successful adult behavior became more and more 
conspicuous. It appeared also that this girl did not 
completely satisfy his thirst for prestige. Every little 
fault which he discovered in her made him embar- 
rassed in the company of other people. 

In the nineteenth interview he reported for the 
first time in his life a sexual dream in which he 
completed the sex act. 

In the twentieth interview short aggressive dreams 
appeared. In one he murdered 2 small children and 
in the second he stole a bicycle but was caught. The 
associations showed that murdering the children 
referred to his desire to get rid of his own childish 
tendencies. The bicycle again showed the same pro- 
gressive desire. Bicycling was the only activity in 
which he was superior to his brother. He liked to 
do stunts and ride fast. It is, therefore, under- 
standable that in this bragging period, he dreamt 
of bicycling. It will be remembered that his first 
dream was of bicycling with mother. The fact that 
he stole the bicycle and was caught showed that he 
regarded his present masculine attitude as stolen 
from his brother and, therefore, he felt guilty 
about it. 

In the next few sessions, the seesawing conflict 
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continued between aggressive, almost megalomanic, 
identification with persons of authority and retreat 
caused by self-punishing attitudes. He was working 
through his competition with his father and the 
resulting guilt. In one dream he took the place of 
General Eisenhower and wore his uniform. He had 
to go somewhere by airplane and had to change his 
clothes. He could not find them, could not fix the 
medals, and could not fasten the buttons, and so 
missed the plane. In another dream he was sick, 
went home, and was glad that he was taken care of. 
In that interview, the twenty-second, he reported a 
little relapse: his stomach bothered him for the first 
time after a long period. In the dream of being 
sick, both a self-punishing tendency and a retreat 
to dependence are clearly expressed. 

In this phase of the analysis, I decided to begin 
to discuss with patient a long interruption of treat- 
ment. It was obvious that he had made a forward 
step in his personality development, as manifested 
particularly in his physical relationship to his girl 
friend. He was, however, somewhat ahead of him- 
self, because his guilt feelings toward his brother 
and father had not yet been resolved. I felt it was 
necessary to curtail the unconscious hope in the 
patient to have a prolonged treatment since this 
would have become an undesirable gratification for 
all his regressive tendencies. While I did not tell 
him we would terminate treatment on a definite 
date, I said that the problem was now to consoli- 
date our results, that this would not require a very 
long period. His reaction to this impending termi- 
nation was slightly more than I expected. It mani- 
fested itself in a desire to go home, enjoy home 
cooking and, as he said, “to be a parasite again for 
awhile.” This feeling he had never had before. He 
had always had a distaste for going home. At the 
same time he was struggling against giving in to 
his regressive tendencies. This was a crucial change. 
The patient obviously was no longer repressing his 
dependent tendencies but freely expresses them. 
The conflict was now raised to the conscious level 
and he struggled against giving in to his now com- 
pletely conscious regressive tendencies. The enemy 
was in the open and the patient could fight against 
it with his conscious Ego. 

The psychodynamics of what took place after the 
interruption was mentioned are self-evident. He 
reacted to the suggestion of termination by trans- 
ferring his dependent tendencies to the original 
object, to the mother. Once these wishes became 
conscious in his relationship to the physician, he 
could no longer repress them and so displacing 
them to mother was the only possible solution. At 


SEPTEMBER, 1947 


327 


the same time he showed a definite tendency to put 
his girl friend in the mother role and to assume 
toward her a dependent role. This was evident even 
in their sexual relationship, he wanted to make the 
girl the aggressor. During this time, however, 
dreams appeared in which he openly expressed his 
competitive attitude towards his father. Fear of 
his competition and guilt were the most powerful 
factors in the past which drove him into dependence 
on his mother. In one dream he tried to change a 
dressing gown with his father. His mother said it 
was not necessary. In reality, however, the mother 
give him his father’s robes to wear. Even now he 
feels uncomfortable in these robes. It is instructive 
to note that the patient in the dream corrects reality: 
he attributes to his mother an attitude which could 
have saved him his neurotic development. The 
analyst’s attitude, however, was exactly the one 
which patient attributed to mother in the dream. 
Most of these oedipal dreams appeared in pairs: the 
first dream expressing his competitive wishes, the 
second again having a passive homosexual connota- 
tion. A typical dream of the second type was one 
in which his teacher in the university treats him by 
putting tweezers in his nose. His uncle, a physician, 
had actually treated his sinus condition successfully. 
The meaning and dynamics of these dreams, the 
oscillation between aggressive competition and pas- 
sive subjugation, were freely discussed during these 
interviews. 

This oscillation manifested itself also in his rela- 
tionship to his girl friend. Now he assumed the 
role of the leader, then again he got cold feet and 
tried to discourage the girl’s ideas about marriage. 
At that time the patient made a decision regarding 
his future career and contemplated marriage. Dur- 
ing these weeks, his sexual relations became more 
and more satisfactory. 

In the thirtieth and thirty-first interviews, the 
patient related dreams which clearly dealt with his 
early castration fear. At first it was expressed in anal 
symbolism—a long rigid blackhead was squeezed 
out of his head. In the second, a doctor grabbed 
his testicles. In another dream of the same night 
the pati¢nt was in the analyst’s office and had an 
argument with the secretary about appointments; 
his mother helped him. He had a vivid memory in 
which his father yelled at him to shut up and he 
felt terrified. 

In the thirty-second interview the patient again 
reported a dream of hostile content directed towards 
the analyst. The motivation, however, was not com- 
petition but frustration because of the pending inter- 
ruption. The patient expressed the feeling that the 
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analyst owed him something. This was interpreted 
and the patient laughingly admitted that he had felt 
this way in the last few days. He apparently felt 
that he was forced prematurely to stand on his 
own feet. 

In the next interview, the thirty-third, which was 
scheduled for three weeks later, the patient reported 
that he felt surprisingly well. His girl friend was 
away and he felt lonesome for her. He recounted a 
recent dream in which a learned book, an encyclo- 
pedia, fell upon his mother and blinded her. She 
was sorry only because she could no longer see her 
son. The association material dealt with his visit 
to his mother the week before when she told him 
she saw a tremendous change in him. She naturally 
became curious how this happened and asked the 
details of the analysis. He did not want to tell it 
because he wished to appear strong to her. The 
dream expressed his desire that his mother should 
not be able to see his weakness—she is blinded. The 
encyclopedia, which blinds the mother, the patient 
associated with the analysis. Unconsciously he hoped 
that the analysis would help him to live up to his 
mother’s expectations which, in fact, were the main 
cause of his neurosis. Because deep down he did 
not yet trust himself, he hoped that the analysis 
would teach him how to act maturely and to de- 
ceive his mother about his still existing insecurity. 
In another dream of the same night was the same 
unconscious content: the patient had a secret illness 
and told his father not to tell his mother. He uri- 
nated blood. He told his father it was gastric 
hemorrhage. Then his grandmother died and the 
patient cried. To urinating blood, the patient asso- 
ciated that his girl friend had just had her period. 
That feminine identification is his secret weakness 
is clearly expressed in this dream. 

In the thirty-fourth interview, the last before a 
long interruption, the patient reported premature 
ejaculation and some irritation with his girl friend. 
He had been bragging also of his academic achieve- 
ments. The patient suspected that this relapse was 
a reaction to the interruption. The analyst dismissed 
patient saying that this relapse, no matter how insig- 
nificant, showed that his recovery was not yet com- 
plete and that further interviews might be indicated. 
We agreed that in any case, after ten weeks he 
should have one or more interviews. 

The thirty-fifth interview took place ten weeks 
later. The patient had felt well with very slight 
occasional gastric discomfort. All dietary measures 
and drugs had been abandoned. His relationship 
with his girl friend rernained very satisfactory. Dur- 
ing the ten weeks there were only three days in 
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which he had had premature ejaculation. These 
were the first days of his mother’s visit to Chicago. 
The patient, his mother, and his girl friend were 
frequently together and his mother expressed openly 
her jealousy of the girl. He was tense the first three 
days but then had a frank talk with his mother and 
told her she was jealous of his girl. From then on 
his mother behaved graciously towards the girl and 
the patient had no further disturbance. It was only 
during these few days that he felt the need of 
analytic treatment; otherwise he got accustomed to 
living without it. 

In the thirty-sixth interview, a week later, the 
patient told a series of recent dreams which had a 
regressive connotation. In the one, girls with whom 
he grew up appeared and took the sexual initiative. 
In another he had a western hat. Someone re- 
marked that his aunt gave it to him and he was 
embarrassed because it sounded childish. In reality 
he had such a hat. On the inside is an inscription, 
which he disliked, that it was made especially for 
him. In actuality however—he remarked—he did 
not have any such regressive symptoms; both his 
sexual and social contacts were more satisfactory 
than ever. The clue for this discrepancy was offered 
by another dream. He was on a submarine and 
could not get off it. It was quite near to the pier 
but not close enough for him to dare to jump. The 
patient himself understood the dream: The sub- 
marine symbolized the analysis which he did not 
yet dare to give up although he really could. The 
regressive dreams could then be explained as the 
patient’s attempt to convince analyst that he still 
needs some treatment. This interpretation was con- 
firmed by the patient, who asked whether it would 
be of interest to mention a few occasions in which 
he felt slightly embarrassed recently. It turned out 
that all these occasions were such as everyone would 
have felt a slight embarrassment. It became obvious 
that the patient was looking for excuses to continue 
the consultations. That he somehow knew this him- 
self he showed by asking whether it was all right 
to mention the embarrassments. He readily ad- 
mitted that he felt he no longer needed the inter- 
views, although they gave him an added feeling of 
security. Such an emotional situation I consider as 
the most classical indication for a tentative termina- 
tion. It was agreed that the patient should have one 
more interview and then a long interruption, after 
which he could return to check the stability of the 
theraputic gains. 

A brief evaluation of the nature of the therapeutic 
results and the psychoanalytical material will be 
now attempted. The patient’s ulcer symptoms have 
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practically disappeared, although the ulcer regime 
in diet and medication have been abandoned for 
more than a half-year. It will be remembered that 
from his hemorrhage five years ago up to the third 
week of his treatment, he had had constant distress, 
relieved only by eating, in spite of careful diet and 
steady medication. There is good evidence that the 
improvement was achieved to a large extent by 
changing the patient’s emotional reactions. The 
symptomatic improvement took place parallel to the 
development of an openly dependent transference 
relationship and with profound changes in the 
dynamic structure of his personality. These changes 
consisted outwardly in the disappearance of his 
studied and affected casualness and sloppy way of 
dressing. He looked now like a college student and 
not the caricature of a college student. His facial 
expression was no longer that of superior boredom 
but showed animation and interest. The tone of 
conversation became natural and there was a give 
and take of emotional responses. The patient’s ten- 
dency to feel uneasy and embarrassed in the com- 
pany of men disappeared. His ejaculatio precox 
ceased and he was for the first time capable of a 
continued affectionate relation with a woman. 

These external changes were based on an internal 
shift in the psychodynamic structure of the patient. 
Most important was the achievement of tolerance 
toward accepting a certain amount of dependence 
upon others without shame. The defense reaction 
against his intensive dependent longings were conse- 
quently no longer needed. These had consisted 
earlier in the denial of dependence through his 
studied casualness, his fear of involvement with 
women and incapacity to show and even feel 
emotion. Furthermore, his defensive competitive 
ambitiousness and aggressive exhibitionistic trends 
became superfluous. His fear of failure, a direct 
result of both his guilt for his aggression and of an 
ambition exceeding his capacities, also disappeared. 
This gave him a greater security with people in 
general, and with his girl friend in their sexual 
relations. 

The last question is how the therapy, consisting 
of 36 interviews, brought these changes about. This 
has been answered in part by the presentation. Only 
a brief recapitulation is needed. 

The patient developed a transference neurosis of 
low intensity. He transferred to the analyst, first 
his dependent attitude towards the father, then that 
towards the mother and later to a less degree some 
of his competitive attitude towards his father. The 
dependent tendency was made conscious consistently 
as it appeared and was interpreted in an objective 
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way, with careful avoidance of even a veiled critical 
connotation. It was treated primarily as the natural 
dependence of a patient upon a physician, a fully 
acceptable reaction adequate to the actual situation. 
The regressive significance of the transference was 
gradually’ impressed upon the patient. The trans- 
ference neurosis was kept from becoming intensive 
partially by making it conscious from the beginning, 
and partially by interrupting the treatment when- 
ever there was a danger signal. The regular interval 
between sessions was one week during which the 
patient had to live without leaning on the analyst. 
The position was always face to face. Only in the 
very beginning of treatment was the patient given 
two weekly interviews in order to relieve his symp- 
toms and thus to gain his confidence and allow the 
development of a mild transference neurosis. After 
the patient’s Ego became more tolerant towards these 
repressed dependent tendencies, the treatment be- 
came a gradual working through, step by step, of 
the different defense mechanisms—such as exhibi- 
tionism and aggressive ambition and sexuality for 
the sake of conquest. The tertiary derivatives of 
these defenses, such as fear of failure, embarrass- 
ment, and ejaculatio precox were automatically re- 
solved as soon as the patient’s behavior became less 
motivated “show-offish” aggression. Then his more 
mature tendencies, such as genuine interest in other 
people and interest in activity for its own sake, and 
not for the prestige involved, came to the front. 

As to the psychoanalytic material itself, it is of the 
same nature as that usually obtained by the cus- 
tomary technic. In every session but six, the patient 
related one or more dreams containing pregenital 
and phallic material and early castration fears. The 
sequence of the dreams, as in every analysis, showed 
a continuity, the type of problem-solving activity 
of the unconscious as described by French. The 
patient produced some forgotten memories; some 
existing memories became filled with emotional con- 
tent. He became conscious of his envy toward his 
brother, his ambivalent admiration and fear of his 
father and above all, of his completely repressed 
dependence upon his mother. He became conscious 
of the meaning of his character defenses: his 
studied casualness and affected sloppiness. 

As far as prognosis is concerned, it can be ex- 
pected that the patient will from now on continue 
his emotional maturation. Depending upon external 
circumstances, there is a good chance that he will 
have no serious reoccurrence of his ulcer symptoms. 
In this regard it is important to know that he has 
selected a career in which he will be in a partner- 
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ship with a somewhat more experienced person. At 
the termination of the treatment, the patient was 
fully reconciled to give his partner, although equal 
partnership, a slight preponderance in leadership. 

It is my conviction, based on extensive experience 
with similar cases, that the customary psychoanalytic 
procedure would certainly have delayed recovery 
and would possibly have resulted in the insoluble 
intensive transference neurosis of the so-called inter- 
minable cases. I am also convinced that there is a 
very large number of patients in which the type of 
treatment presented here is preferable, not only be- 
cause it is more economical but also because in 
suitable cases it is more penetrating and avoids the 
danger of becoming an interminable psychoanalysis. 

Less frequent interviews with frequent interrup- 
tions and tentative termination are preferable in all 
those cases in which the patient can stand greater 
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pressure towards solving his basic conflict. In this 
type of treatment the patient has less opportunity 
for regressive evasion which, as we know, often 
cannot be counteracted with our customary pro- 
cedure. With all this, however, we are not advocgt. 
ing an essentially different kind of technic. We do 
not believe in a dichotomy: here standard psycho. 
analysis—there brief psychotherapy. Frequency of 
interviews, the duration of the treatment, the posi 
tion of the patient, etc., are not the essential criteria 
of adequate technic. These details depend upon the 
psychodynamic requirements of the case. Psycho. 
analytic therapy represents a continuum comprising 
shorter and longer treatments, frequent and less 
frequent interviews with more or less activity on 
the part of the therapist; the details of the technic— 
the external aspects of the treatment—may vary but 
the essential dynamic principles remain the same. 





SUGGESTED 3-YEAR FULL-TIME TRAINING PROGRAM FOR PSYCHIATRISTS 


The American Board of Psychiatry and Neurology has suggested the following training 


program: 


1. One year of inpatient work with an adequate variety of psychiatric conditions. 
Six months full-time outpatient clinic work, or its equivalent, with emphasis on the 
study and treatment of psychoneurotic patients, with a minimum of 20 interviews per 


week per resident. 


3. Six months neurology—' time clinical; % time basic. 
4. Six months half-time service in the psychiatric aspects of general medical and surgical 


conditions. 


5. Six months half-time child psychiatry and experience in working with psychologists and 


psychiatric social workers. 





6. Six months in specialized institutional psychiatry (feeble-minded, epileptic, forensic psy- 


chiatry, penology, drug and alcohol addiction, and so forth). 

During these 3 years it is recommended that there be available teaching ward rounds, 
staff conferences, seminars, journal clubs, adequate psychiatric texts and periodicals, and 
participation in some phase of psychiatric investigation. 

During these 3 years there should be adequate instruction in the basic psychiatric con- 
cepts as covered in the material recommended in the syllabus of the American Board of 
Psychiatry and Neurology. 

In institutions in which there is no full-time senior staff there should be in the aggregate 
a minimum of 15 hours a week service by senior attending staff in capacities instructive 
to the resident staff. 

In planning or evaluating training, one, two, or three year programs may be worked out 
to include various fractions of the foregoing suggested items. For instance, a resident 
may devote a full day or half day a week to the psychiatric aspects of medical and surgical 
conditions for a year or so while assuming major clinical responsibilities in a psychiatric 
hospital. 


The only purpose in suggesting the foregoing program is to indicate a desirable spread of 
experience in the training of a psychiatrist. It is thought unwise for any teaching program 
to be rigidly or slavishly followed. 
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The Role of Hostility in the Pathogenesis of 
Peptic Ulcer: Theoretical Considerations 
with the Report of a Case 


THOMAS S. SZASZ, M.D. 
JOSEPH B. KIRSNER, M.D. 


INTRODUCTION 


T can be safely said that the causal interrelation- 

ships between psychologic factors and physio- 
gic processes are nowhere better understood than 
in the functioning of the human stomach. In 1833 
Beaumont (4) published his observations on Alexis 
§. Martin. Exactly one hundred and one years after 
the appearance of this historic document, Alexander 
and his co-workers (1) published their psychoana- 
lytic studies of patients with gastrointestinal dys- 
function (peptic ulcer and colitis). This study pro- 
vided considerable psychologic insight into the role 
of emotional factors in peptic ulcer. According to 
\lexander, the basic conflict is between intense 
feceptive-acquisitive wishes (“receiving” tenden- 
ies) and their denial by a compensatory “giving” 
ttitude; the former is guilt-laden and ego-alien and 
s therefore usually inhibited internally. In some 
cases, however, the thwarting of dependent needs 
snot internal (superego) but external (reality). 
In either case, the conflict between powerful de- 
yendent needs and strivings for independence, and 
the regressive solution (to oral receptiveness and 
ral sadism) of this conflict in the face of frustration 
ithe “receiving” tendencies, is of crucial impor- 
nce. This conflict-situation, as well as this type 
of conflict-solution, is present in many patients with 
peptic ulcer (1, 13). We do not wish to elaborate 
urther on this point except to state that we believe 
this psychologic constellation (specific conflict and 
specific solution) to be one factor—among many— 
which play a definite role in the pathogenesis of 
human peptic ulcer. 

The fact that there is usually an increased secre- 
ion of acid gastric juice in the presence of anger 
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in man as well as in animals has been known for a 
long time (4, 5). In spite of this, or more likely 
because of it, little is known about the role and 
importance of this mechanism in the pathogenesis 
of peptic ulcer; nor is there a “meaningful under- 
standing” of the physiologic process of secretion of 
acid gastric juice in response to the psychologic 
stimulus of anger. Certain observations on a patient, 
to be described in this report, have led us to some 
theoretical formulations concerning this problem 
which, we believe, contribute to our psychologic 
insight into the cause, and therefore the “meaning,” 
of the phenomenon. 


Case Report 


W. M. (Unit No. 391418), a 23-year-old, white, 
married laborer was admitted to the University of 
Chicago Clinics on September 23, 1946, with the chief 
complaints of severe upper abdominal pain and vomit- 
ing of three days’ duration. The history was character- 
istic of peptic ulcer with the onset of symptoms more 
than five years ago. A roentgen diagnosis of duodenal 
ulcer was first made in the summer of 1942. A more 
detailed account of the symptoms will be given in 
connection with the presentation of the psychiatric as 
pects of the case. The only revelant physical findings 
were a poor state of nutrition and tenderness in the 
epigastrium. The blood pressure was 124/88. The 
hemoglobin was 16.0 Gm., the erythrocyte count 5.35 
million, and the leucocyte count 8000. The differential 
smear was normal. The Kahn and Wassermann tests 
were negative. The urine was normal and the blood 
urea nitrogen was 14.7 mg. per cent. Examination of 
the stools for occult blood by the benzidine test was 
negative. The level of free acidity after histamine 
reached a peak of 106 clinical units in thirty minutes. 
Roentgen examination disclosed a large ulcer crater at 
the base of the duodenal bulb (Fig. 1). 

The relevant psychiatric data may be summarized 
as follows. The patient was born in a small town in 
Illinois, in 1923. Both parents were American-born and 
of German descent. The father worked as a truck 
driver for a coal company most of his life; the family 
was always poverty-stricken. The patient was the third 
of 8 siblings. He was breast fed for approximately 
nine to twelve months and weighed 40 pounds when 
breast feeding was terminated. (This information was 
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obtained from the mother.) He was considerably 
overweight during childhood and adolescence and be- 
came thin only after the onset of his illness in 1938. 
Little information could be obtained concerning other 
aspects of his early development. The patient felt that 
he was his mother’s favorite child. When asked to 
describe her, his only comments were: “She always 
had her hands full with a big family.” The patient 
graduated from high school at the age of 18. It is sig- 
nificant that, in spite of the deprived economic status 
of the family, he was never called upon to help fi- 
nancially and never had a job until six months after 
finishing high school. In the fall of 1938, he obtained 
work in a factory as an unskilled laborer. The first 
symptoms of his illness developed a few weeks there- 
after; these consisted of epigastric fullness and occa- 
sional attacks of vomiting. No diagnosis was made 
until the following summer when the patient was 
hospitalized elsewhere and roentgen studies revealed 
the presence of a duodenal ulcer. 

He remained at home for three months and was 
treated with the usual medical measures, with complete 
remission of symptoms. However, the symptoms re- 
curred when the patient returned to work. During the 
next three and one-half years his course was charac- 
terized by occasional exacerbations and remissions. 
Periods of complete freedom from symptoms were 
short and infrequent; yet he was able to work un- 
interruptedly during this period. In January, 1944, he 
married; eleven months later a daughter was born. At 
the beginning of 1946 he felt increasingly dissatisfied 
with his job. His fellow-workers were receiving pro- 
motions in rank as well as pay, and the patient was 
still working for the same salary he had received in 
1938. There was much internal tension about this situa- 
tion, but the patient could not bring himself to discuss 
the matter with his employer. Finally, in February, 
1946, he summoned enough courage to ask for an ad- 
vancement and raise. When this was denied, he walked 
out. During the following four months he worked at 
“odd jobs”; his symptoms became gradually more 
incapacitating. In June, 1946, a son was born; the 
most severe exacerbation of symptoms occurred after 
this event. He remained unemployed thereafter and 
was confined to bed much of the time. The attacks of 
epigastric pain and vomiting increased in frequency 
and intensity. He came to this hospital after three 
days of almost continuous epigastric pain and nu- 
merous emeses. There was no history of hematemesis 
or of melena. 

The patient was extremely resistant to psychiatric 
interviewing; in fact, he was reluctant even to give a 
detailed description of his symptoms and said, “All I 
want is to be left alone.” His behavior, in general, 
was characterized by a very striking passivity; however, 
there was a sullenness and an air of hostility which 
was apparent to all who came in contact with him. He 
cooperated well in all the preoperative studies and 
complained very little; on a few occasions he stated, 
rather matter-of-factly, that he thought “all this was a 
lot of nonsense,” and “. . . all I want is to be operated 
on and get out of here. . . .” 

The most significant psychiatric data centered around 
his hostile, aggressive feelings. As mentioned above, 
the patient was quite reluctant to discuss his symptoms 
or himself; what little he did disclose, however, ap- 


, 
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peared very significant and some of it will be quoted 
verbatim. He related that he used to fight a great deal 
when in high school. More than six feet in height, he 
was quite powerful and a good football player. When 
he was 18 years of age, or just shortly before it, he 
suddenly stopped fighting and also stopped playing 
football. From this time on the patient avoided fights 
and tried to “control his temper.” During the past 
six years he had not engaged in any fights or even 
arguments; indeed, he never showed any evidence of 
anger in his overt behavior. His wife described him 
as follows: “He is the coolest guy I have ever seen: he 
can really control himself.” The patient said: “I hold 
my temper as long as possible. Sometimes I get so mad 
that I cry... .” When asked what, if any, bodily 
sensations he has at such times he replied; “It all 
gathers here (pointing to stomach) and it all comes 


up....I want to be by myself. ... Then I cry. 
... If I don’t cry it goes to my stomach.... It 
works into the stomach somehow... .” In other 


words, the patient found that there was only one way 
in which he could obtain release from his intense 
feelings of anger; he would feel obliged to leave the 
room or the house, if necessary, in order to be alone: 
then he would cry. The painful tension could ap. 
parently thus be discharged. 

The patient’s dreams, also, were of interest, since 
they expressed so clearly the “turning inward” of 
hostile, destructive impulses. He had recurrent dreams 
in which he would find himself in some sort of acci- 
dent; or, as he put it, “I get all banged up.” He would 
waken from these dreams with considerable anxiety. 


CLINICAL AND EXPERIMENTAL 
OBSERVATIONS 


The first psychiatric interview took place on 
October 4, 1946. The patient had been on con- 
tinuous gastric suction with a Wangensteen appa- 
ratus for forty-one hours previously. In connection 
with other studies (15) the administration of entero- 
gastrone was started at 9:00 a.m. of this day; gastric 
jutce was aspirated continuously, the specimens 
being collected every hour on the half-hour. A 
complete inhibition of gastric acidity was induced 
by enterogastrone. The psychiatric interview began 
at 1:30 p.m. Approximately one hour later, as the 
topic of conversation shifted to increasingly more 
personal matters, the patient became somewhat 
anxious and soon quite hostile to the interviewer; 
however, there was no overt (verbal) expression of 
this. During the latter half of the interview, the 
patient broke down and cried several times. The 
interviewer now observed two very striking physio 
logic concomitants of this emotional state. First, 
the patient’s crying was accompanied by an unusual 
outpouring of lacrimal secretions; tears streamed 
from his eyes so profusely that within a few minutes 
a large part of his pillow became thoroughly wet. 
Secondly, it was noted that whereas at the very 
beginning of the interview there was only a slow 


VOL. IX, NO. 5 











if 


1S 


ced 
gan 
the 
yore 
hat 
wer; 
n of 


the 


ysi0- 
First, 
sual 
pmed 
utes 
wet. 
very 
slow 


10. 5 














' 
| I roe 1} 
ge ulcer crater at base of d | 11 
uocdena bulb. 






















sZAS 


stream ¢ 
he tubi 
vice W: 
narticuls 
f free h 
ny the in 
itric inte 
ense ang 
there wa: 
he inhib 
ipparent] 
nstric ju 
ree acid 
sycholog 
ag the pr 
The att 


secretion 





Fic. 2. Stir 
se fecling ‘ 


(trogastrone. 


inderwent < 
ind a gastr, 
The procedu 
M€ Operatio: 
gwen, The } 
Mt result in 
tlume or fr 
must be note: 
omy makes jj 
comach with 
the small boy 
“ted in this 
We feel, ther 
operative ; 
ignificant, 
















The presen 
Wely the stiy 
‘PTEMBER, 1 














IASZ ET AL. 


geam of gastric secretion being aspirated through 
he tubing of the Wangensteen apparatus, gastric 
yice was now pouring forth profusely. It is of 
urticular interest to note that a complete inhibition 
{free hydrochloric acid secretion had been induced 
the injection of enterogastrone, before the psychi- 
ric interview. When the patient experienced in- 
ense anger, which he could not express adequately, 
here Was an outpouring of free hydrochloric acid; 
he inhibition produced by enterogastrone was thus 
pparently overcome. Moreover, the secretion of 
nstric juice per unit of time, both as to volume and 
fee acidity, was greater during this period of 
sychologic stimulation than at any other time dur- 
ag the period of observation (Fig. 2). 

The attempt at psychologic stimulation of gastric 
«cretion was repeated ten days after the patient 
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Fic. 2. Stimulation of hydrochloric acid secretion by in- 


vase feeling of anger (hostility) during administration of 
nterogastrone. 


underwent a bilateral subdiaphragmatic vagotomy 
md a gastroenterostomy (Dr. L. R. Dragstedt). 
The procedure was identical to that applied before 
ie Operation except that no enterogastrone was 
gwen. The psychologic stimulus of anger now did 
ot result in any significant increase in either the 
iolume or free acidity of the gastric secretion. It 
must be noted that the presence of a gastroenteros- 
omy makes it difficult to collect the secretions of the 
tomach without an admixture of secretions from 
the small bowel. However, all of the samples col- 
“ted in this experiment were grossiy free of bile. 
We feel, therefore, that the contrast between the 
Meoperative and postoperative findings is valid and 
igmincant. 


DISCUSSION 


The present observations demonstrate quantita- 
wely the stimulation of secretion of acid gastric 
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juice by the psychologic stimulus of anger. The 
conditions under which this study was carried out 
are of special interest for three reasons: 1) the 
patient was an “intact” human being; 2) complete 
anacidity had been induced by the injection of 
enterogastrone before the psychologic stimulus was 
“applied”; and finally 3) after the patient underwent 
bilateral section of the vagus nerves the psychologic 
stimulus could no longer evoke the previously ob- 
tained physiologic response in the stomach. 

First, let us consider the question, “Why does 
anger cause an increased secretion of acid gastric 
juice?” and then its corollary, “Why does fear 
inhibit it?” There are several features in the pa- 
tient’s history which give a clue to this problem. 
The patient was born into and brought up in an 
impoverished family. The mother apparently knew 
only one way in which to satisfy her children’s 
needs, namely, that of feeding. The fact that the 
patient attained the phenomenal weight of forty 
pounds at the age of 9 to 12 months is striking evi- 
dence that he had received a great quantity of food 
(in the form of breast milk). Additional clarifica- 
tion of the problem of why this baby gained so 
much weight during breast feeding, as well as of 
the whole problem of anger, can be obtained by a 
consideration of the early development of the child. 
in the period of suckling the chief source of gratifi- 
cation for the infant is eating, receiving food. Food 
and eating have definite emotional meanings for 
the infant; above all else they mean being loved by 
the mother, being cared for and protected; and they 
also mean security. Food and eating no longer have 
this (conscious) meaning for the adult. 

Let us now return to the problem of hostility. In 
the child, as in animals who cannot verbally com- 
municate their feelings, we can appreciate affective 
states only as they become manifest to us by the 
behavior of the total organism, i.e., by the physio- 
logic concomitants of the affective state. (However, 
the great value of perceiving the emotions of others, 
including children, by empathy, should not be for- 
gotten.) The earliest manifestation of displeasure, 
in the developmental history of the human being, 
is the act of crying. This could be considered as the 
infantile prototype of what is known and designated 
in the adult as anger (hostility). Crying, albeit 
phylogenetically determined, soon assumes, or may 
assume, a very special meaning for the child; for 
the child learns, as the patient must have learned, 





1 Crying has an important place in the emotional life of 
the child. French and Alexander (12) found that inhibition 
of this “motor discharge” (i.e. crying) plays a very important 
role in the pathogenesis of some cases of bronchial asthma. 
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that every time it cries it gets fed. Thus, there 
seems little doubt that crying and its affective com- 
ponent of “ .nger” become emotionally equated with 
what they usually or invariably accomplish, namely 
being fed. It seems more than likely that every time 
the patient as a baby cried he was fed; this would 
explain the great increase in weight during the 
period of breast feeding. Whether or not such oral 
overindulgence is of great importance in setting up 
this “emotional equation” cannot be stated at this 
time. Varying degrees of oral gratification occur, 
of course, in all babies; this may well occur in such 
situations that feeding may appear, to the baby, as 
a response to crying. That a little later, during the 
oral-sadistic period, babies “use” the technic of cry- 
ing to be fed (loved) is a common observation. 

To recapitulate, we propose to explain the effect 
of anger on the secretory function of the stomach 
by a consideration of the close correlation which 
exists, in the oral-demanding infant, between anger 
(crying) and what anger usually accomplishes 
(feeding). Physiologically, this could be represented 
(somewhat simplified) as anger the stimulus and 
feeding the response to it. Realistically this corre- 
lation no longer obtains in the adult. In some 
patients with peptic ulcer, and probably in many 
“normals” also, anger nevertheless produces gastric 
hypersecretion and hypermotility. 

Let us now consider the mechanism by which this 
now outmoded (infantile) pattern is mediated. The 
most outstanding characteristic in the gastric func- 
tion of ulcer patients is not so much the absolute 
grade of hyperacidity as compared to normals, but 
the continuous state of hypersecretion and particu- 
larly the markedly increased night secretion. In 
other words, the upper part of the gastrointestinal 
tract of these patients “behaves” like that of the 
young infant who is fed every three hours, day and 
night, and sometimes more often. There is ample 
evidence to indicate that—physiologically—this state 
of affairs is brought about (mediated) by a hyper- 
tonus of the vagi (11).? This increased vagal tonus 
was demonstrated indirectly, but convincingly, by 
Draper et al. (9). They studied the electrocardio- 
grams of a large number of patients with peptic 
ulcer, using other hospital patients as controls. 
There was a statistically significant prolongation of 
the P—R interval in the ulcer group, as compared 


2There is a striking analogy between this “functional” 
(psychogenic) hypertonus of the vagi and the “organic” 
vagal stimulation which occurs in some cases of brain tumor 
and in the course of some intracranial operations; the latter 
also leads to ulceration in the upper gastrointestinal tract 
(Cushing). 
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with the control group; this is taken as eviden 
for an abnormally strong vagus influence. (Th 
could be regarded, perhaps, as a “spread” from th 
gastric fibers of the vagi which are in a state ¢ 
chronic excitation.) We would therefore like » 
designate this behavior of the vagus nerves as; 
“regressive innervation.” The concept of regressig 
of only a part of the organism, or of a “function, 
unit,” such as that concerned with feeding, js; 
useful one. 

The emotion of anger (rage, hostility) as , 
psychologic stimulus for increased secretion of acid 
gastric juice is, of course, different from the stimuly 
represented by the conflict-situation described }y 

{| Alexander. In the case of anger we do not deal with 
a conflict-situation, but simply with an emotion 
| (affective) state. The physiologic consequences ¢ 
these psychologically dissimilar stimuli are, however 
identical; and we believe they are mediated through 
1) identical psychologic processes—regression; ani 
2) identical physiologic mechanisms—“regressix 
innervation’ ; the latter mechanism acts through th 
vagus nerves and results in increased secretion o 
hydrochloric acid by the parietal cells of the stomad 
and increased muscle tonus or hypermotility. 

In the foregoing discussion reference to repress! 
hostility and gastric function has been deliberately 
avoided. The hostility in this patient was large 
conscious and suppressed rather than repressed. Ad 
mittedly, repression of affect occurs to some extent 
in all such cases. We only wish to indicate the 
much of the hostility was conscious or close t 
consciousness. It seems likely that the affect nee 
not be repressed in order for it to seek a “vegetatir 
outlet” in the stomach; in fact, even the present 
of other somatic expressions of anger such as crying 
in this case, did not inhibit its acting as a stimulus 
for the stomach also. The exact réle of suppression 
and repression of hostility in relation to its physe 
logic expression in the stomach is not clear and it 
elucidation awaits further study.* 

The second question to be considered is “Why 
does fear inhibit gastric secretion?” In terms of t 
theoretical formulation which we have evolved 
garding the réle of anger in gastric function, t 
rdle of fear becomes self-evident. The infantit 
prototype (primordial symbol) of being loved 5 
being fed (1, 13). The converse of the “emotion 
equation,” anger equals being fed—is fear equa’ 
being not fed. In other words, “We are angry ® 
order to be loved (to be fed—oral sadism); and ¥ 


3Cf. Alexander (2,3) and Saul (16) on the sok ¢ 
hostility in essential hypertension. 
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ye afraid that we will not be loved (not be fed).” 
The oral-demanding (aggressive) attitude of the | 
dild is: “I want to be loved (fed).” And therefore, 
the elemental (oral) meaning of fear must be a fear 
of the loss of this gratification. It is as though the 
gomach would “prepare itself” for “what is to be 
expected.” When the angry child demands food, 
the stomach is already in a state of preparation to 
receive it; and when it fears that no food will be 
forthcoming, the stomach does not “expect” any and 
its secretions diminish. 

The fact that inhibition of hydrochloric acid secre- 
tion induced by enterogastrone was overcome by a 
psychologic stimulus is of great interest. From a 
physiologic point of view, since enterogastrone ap- 
parently acts “locally” in the stomach and since the 
impact of emotional factors is mediated through the 
vagi, it would seem that the net result would de- 


pend on the relative strength of these two opposing | 


factors. A single experimental observation, however, 
does not permit any further general conclusions 
about this phase of the problem. 

Dragstedt’s work on vagotomy (7, 8, 18) gives 
dear evidence that bilateral section of the vagus 
nerves reduces excessive night secretion and abolishes 
the response of the stomach to sham feeding. On 
the basis of the therapeutic results obtained, Drag- 
sedt (8) concludes that: “The central nervous 
system disturbance causes ulcers by producing a 
hypertonus in the secretory and motor fibers in the 
vagus nerves.” The abolition of the stimulating 
dlect of anger by bilateral vagus section, in the 
present case, bears out this conclusion. 

The final problem for consideration is the réle of 
hostility and the resultant hypersecretion and hyper- 
motility in the pathogenesis of peptic ulcer. The 
ttiology of peptic ulcer is a complicated and much 
debated problem, probably involving a multiplicity 
of somatic and psychologic factors rather than any 
single factor (6, 10, 14, 19). In considering the 
tle of psychologic factors we must work on the 
assumption that anything which increases the gastric 
xcretory and motor activities may, in turn, cause 
an ulcer. On the basis of this hypothesis, Aostility 
@ potential pathogenic agent. Observations in 
another patient, by Szasz and Palmer (17), have led 
to the conclusion that the same mechanism (i.e., 
hostility leading to hypertonus and hypermotility 
via the “regressive innervation”) may operate as 
the precipitating factor in the perforation of an 
uker. It is impossible to estimate quantitatively, 
with any degree of accuracy, the importance of 
ager as an etiologic factor. However, the ubiquity 
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of this affective state suggests that it may be of 
major importance in the pathogenesis of peptic ulcer. 


SUMMARY 


1. The present status of the réle of psychogenic 
factors in peptic ulcer is briefly reviewed. 

2. A case of peptic ulcer is presented. It is demon- 
strated that: a) anger stimulated the production of 
a large volume of hydrochloric acid; b) this effect 
was obtained after a period of complete inhibition 
of gastric acidity by enterogastrone; c) the stimu- 
lating effect of anger was abolished by bilateral 
vagus section. 

3. A theoretical formulation is presented to ac- 
count for the réle of anger and fear in gastric 
function; a specific type of correlation between these 
affective states and feeding is emphasized. There 
exists in the infant a close emotional association 
(equation) between anger (crying) and receiving 
food on the one hand, and fear and what is feared 
(not receiving food) on the other. In the course 
of normal development, this equation is probably 
either broken or greatly weakened. In some ulcer 
patients, and probably also in some “normals,” this 
association may persist and may then finds its ex- 
pression through the process of “regressive innerva- 
tion” (the recapitulation of an infantile pattern of 
physiologic responses to certain emotional stimuli, 
mediated by nervous pathways). 

4. The réle of anger in the pathogenesis of peptic 
ulcer is discussed and an attempt is made to evaluate 
its importance in relation to other causative factors. 
Anger (hostility) may be an important psychologic 
factor in the genesis of peptic ulcer. 
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JAMA 


A case study. 


GRANTS IN MEDICAL SCIENCE ANNOUNCED BY 
MARKLE FOUNDATION 
An opportunity to start a career in academic medicine, through a new program of “post- 


fellowship” grants, announced by the John and Mary R. Markle Foundation, is offered to young 
scientists with the necessary training to hold a regular faculty appointment and to conduct 


original research. 


The purpose of the program, according to John M. Russell, Executive 


Director of the Foundation, is to attract much-needed talent to academic medicine by giving 
promising young scientists academic security and financial assistance for a period up to five 
years. The program will be conducted in cooperation with accredited medical schools in the 
United States and Canada. Grants of $25,000, payable to the cooperating school at the rate 
of $5,000 annually for a five-year period toward the support of each successful candidate or his 


research or both, will be available beginning with the academic year 1948-49. 


If the plan 


proves successful, the Foundation will appropriate a total of $1,250,000 for this use by 1953. 

Candidates will be recommended by medical schools and will be limited to young men and 
women with a particularly strong interest in research and teaching in any of the clinical or 
preclinical sciences or in the sciences basic to medicine. The final choice will be made, on the 
basis of the schools’ recommendations, by regional committees appointed by the Foundation. 
No fixed number of Scholars will be appointed in any year, but it is expected that approximately 
fifty will receive appointments during the five-year period. For each Scholar, the school will 
determine salary and academic rank, encourage research by setting reasonable limits upon 
teaching and other non-research activities, provide laboratory facilities, and, if necessary, 
make a financial contribution toward the. support of his work. 

A pamphlet covering the details of the plan has been sent to all deans of accredited medical 
schools, and persons interested in being considered as candidates are referred to them for further 


information. 
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Hypnotic Experiments in Psychosomatic Medicine 


LEWIS R. WOLBERG, M.D. 


NE of the basic tenets of psychosomatic medi- 
QO cine is that long continued emotional stress 
can produce widespread somatic changes. Prob- 
ably the most insidious form of emotional stress is 
that which issues from unconscious conflict, since 
the individual; unaware of the cause of his diff- 
culty, is usually helpless in coping with it. 

That unconscious conflict can produce psycho- 
somatic illness is confirmed by studies during psy- 
choanalytic therapy. However, few experimental 
studies have been made reporting on this phenome- 
non. It is understandable why this is so, since in a 
field as complex as human behavior it is ex- 
tremely difficult to provide satisfactory experimental 
conditions. 

Following the important observations of Luria 
(5), other workers (1-4, 6) have demonstrated 
how hypnosis may be utilized to study the effects 
of an experimentally induced conflict on the indi- 
vidual. Where posthypnotic amnesia is suggested 
or where it occurs spontaneously, the subject, while 
under the influence of the conflict, is not consciously 
aware of its existence. 

This paper deals with experiences under hypnosis 
which demonstrate in a more or less dramatic 
fashion how unconscious conflict can produce states 
of somatic distress. Some of the effects reported 
ae the deliberate product of an artificially induced 
conflict, while others are accidental by-products of 
conflicts inadvertently created during hypnoanalytic 
therapy. 

The first case demonstrates how a conflict be- 
tween an irrepressible impulse and a moral prohibi- 
tion reflects itself in a generalized state of tension, 
with muscular tremors and neurocirculatory col- 
lapse. The subject was an individual who claimed 
te had no disturbing neurotic difficulties and had 
vlunteered to act as a subject out of interest. An 
‘iperimental conflict was induced in a deep trance 
by giving the subject the following posthypnotic 
suggestion. “When you awaken you will find next 
0 you a bar of chocolate. You will have a desire 
eat the chocolate that will be so intense that 


it will be impossible to resist the craving. At 
ee 
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the same time you will feel that the chocolate 
does not belong to you and that to eat it would be 
very wrong and very bad. You will have no mem- 
ory of these suggestions when you awaken, but you 
will, nevertheless, react to them.” 

When the subject was aroused, he looked casually 
about the room, yet avoided the table near him on 
which I had placed a bar of chocolate. He com- 
plained of a feeling of dizziness and of faintness. 
He asked for a glass of water and then decided to 
get it himself. He stood up from the chair, took 
two or three steps, then fell backward remarking 
that he felt so faint that he could hardly walk. 
His face was blanched and when his pulse was 
taken it was found to be rapid and thready. His 
forehead was covered with cold perspiration. He 
complained of feeling chilly. He then began to 
shiver and shortly after exhibited generalized mus- 
cular tremors. Almost compulsively his head moved 
sideways as he glanced furtively at the table. The 
moment he caught sight of the bar of chocolate his 
tremors became much more violent. He breathed 
deeply and seemed to go into a faint, leaning back- 
ward in the chair with his eyes closed. He re- 
marked that he had no idea why he felt so bad 
and when questioned he had a complete amnesia 
for suggestions given him. When he was asked 
whether he would like a piece of candy, he shook 
his head emphatically and stated that he disliked 
chocolate bars. When I attempted to hand him 
the candy he became agitated and complained of 
such great physical distress that I found it necessary 
to rehypnotize him and remove the conflict. 

In this subject defensive devices such as avoiding 
looking at or touching the candy failed to lessen 
the intensity of his desire for the candy. The threat 
of yielding to the impulse to eat it was so strong 
that even the attempted phobic avoidance of the 
chocolate produced no solution. The resulting con- 
flict caused tension and anxiety with generalized 
somatic effects. 

Why the subject responded in this particular way 
to the conflict is a most provocative question. A 
partial analysis of his reaction was attempted later 
and it was determined that his response was char- 
acteristic of his usual reaction to disturbing life 
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Known to his friends as a “good, solid 
citizen” who rarely transgressed the bounds of 
social decorum, he suffered from tension and mild 
anxiety which he managed to control fairly well. 
From time to time, when under stress, he mani- 
fésted symptoms of exhaustion and muscular trem- 
ors and on several occasions had collapsed physi- 
cally and been confined in bed for several weeks 
with what his family physician had classified as 
“subfebrile influenza.” 


situations. 


Another subject, also without expressed neurotic 
problems, responded to the same induced conflict 
with a generalized autonomic disturbance as well 
as with gastrointestinal symptoms. 

Similar suggestions to produce an experimental 
conflict were given to the subject in the trance 
state. When he awoke, he appeared to manifest 
some tension and trembling. There was complete 
amnesia for the trance events. He talked spon- 
taneously and loquaciously about foods and eating, 
and then he skillfully introduced the subject of 
how in a visit to a mutual friend he had politely 
refused to eat candy that had been offered to him. 
However, he insisted, visitors were usually ex- 
pected to partake of food offered to them. Saying 
this he reached over, quickly unwrapped the choco- 
late and ate it with smacking satisfaction. When 
he had gotten through three-quarters of the bar, he 
looked up with a puzzled expression on his face 
and asked if there were something wrong with the 
chocolate. He remarked that it tasted bitter. He 
returned the remains of the chocolate to the table, 
wiped his mouth, and then talked about foods, eat- 
ing, the virtues of dietary abstemiousness. In the 
middle of his discourse he began to complain of 
nausea and stomach pains. He then excused him- 
self and went to the bathroom where he disgorged 
the candy he had eaten. When he returned to the 
room he remarked that he felt a great deal better. 
He kept avoiding commenting about the incident; 
however, when pressed, he hazarded a guess that 
the candy was probably spoiled. 

The subject probably responded to the conflict 
situation by satisfying both his impulse and his 
conscience. He ate the candy, but the symptom of 
distaste, nausea, and vomiting served a punitive 
function propitiating the guilt incurred in the 
process. The conflict was allayed by disgorging the 
candy. 

Another example of how a conflict can produce 
a generalized psychosomatic reaction is illustrated 
in an experimental neurosis unwittingly produced 
in a medical student by myself. During a lecture 
course in psychiatry, I desired to illustrate the 
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phenomenon of hypnosis as well as the induction 
process by hypnotizing student volunteers. With 
one student who volunteered as a subject, I decided 
that I would demonstrate to the class the phenome. 
non of posthypnotic suggestion. I instructed the 
student who had gone into a deep trance that upon 
awakening he would return to his seat and listen 
attentively to the remainder of the lecture. As 
soon as I turned my back to the classroom and 
wrote the word “psychiatry” on the blackboard, he 
would have a con:pulsion to write his name, but as 
he did, he would misspell it. I then proceeded to 
arouse him; however, he was so soundly asleep that 
he seemed to pay no attention to my suggestions 
that he awaken. After some minutes had passed, 
I instructed him to stand up and open his eyes, 
but his only response was violent shaking and 
tremors. 

Believing that I had somehow aroused a con. 
flict in the posthypnotic suggestion I had given him, 
I acquainted him with this fact and told him tha 
he did not have to comply if he did not want to. 
He then opened his eyes, but his shaking became 
more violent. He went back to his seat, but the 
tremors were so bad that he could hardly sit. | 
rehypnotized him and attempted to remove the 
tremors by direct suggestion. They diminished 
somewhat in intensity but were still present. He 
was obviously upset, and he complained of nausea, 
feelings of tenseness, and anxiety. He remarked 
that he felt “utterly silly,” but he could not seem to 
control himself. He was certain that his reaction 
had nothing to do with any suggestion I had 
given him. 

I then went to the blackboard and wrote the 
word “psychiatry.” His tremors became much mort 
intense and his right hand suddenly started to move 
toward a pencil on his desk. He forcibly withdrew 
his hand, but to his dismay it again began travel 
ing toward the pencil. He tried to restrain his 
hand with his left hand but his shaking became 9 
violent that he decided to pick up the pencil. He 
grasped the pencil but his fingers refused to move. 
When he started writing his hand shook so strongly 
that he was unable to form letters. He tried © 
steady his right hand with his left, but the pencl 
moved so slowly that it took him almost five mit 
utes to write his first name. The letters were large 
and poorly formed. As he approached the last pat 
of his last name, his hand stopped and he seemed 
to exhibit an almost superhuman effort to fore 
himself to write. Upon reaching the last tw 
letters his hand refused to go further. Finally afte 
a pause of several minutes he finished his nam 
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To his amazement he had misspelled it. His anxiety 
and tremors then vanished immediately and he evi- 
denced an extremely cheerful attitude. He reached 
for the pencil again and wrote his name without 
any difficulty, this time spelling it correctly. 

When asked whether he resented any suggestions 
given him, he declared that he had no conscious 
resentment. However, he did admit that people 
frequently misspelled his name and that this irri- 
tated him. He did not know why he was unable 
to write his name, but he remarked that he had 
resolved, when he picked up the pencil to write 
his name and to write it accurately. The mis- 
spelling occurred automatically, to his surprise. 

A letter written me by the subject is interesting 
in detailing his subjective reactions: 


“When the experiment started, I found it very 
easy to concentrate. When you told me that I was 
asleep, I truthfully didn’t believe it because I could 
sill hear you talking and was still conscious of 
the fact that I was being hypnotized. I believe I 
remember everything you told me to do since I do 
not feel that I lost consciousness during hypnosis. 
[simply felt more or less drowsy. The best com- 
parison that I can make is this: I felt that I just 
ingested some alcoholic beverage (which I very 
rarely do because I never got into the habit), and 
was just about to doze off. When you told me 
that my right arm felt very light, it really did feel 
that way, and the same holds true when you told 
me that my left arm felt heavy. And yet through- 
out all of this, I kept being amazed by it all, 
because I didn’t see how it could be possible. When 
you gave me the command to write my name in- 
correctly spelled, I was not conscious of the fact 
that such a task would be distasteful, no less that 
it would create an experimental neurosis. When 
you asked me to dream, I did not dream, but 
felt very relaxed and saw a soothing red or pink 
color in front of my eyes. When you tried to 
waken me, I felt very much as I do when I wake 
up in the morning; 7.¢., I hated to awaken. I know 
I trembled while still under hypnosis and even 
after I came out (I’m not sure that I did come 
out when you told me to), I could not stop trem- 
bling no matter how much self-control I tried to 
exert. 

“When I sat down in the chair, I wanted to write 
my name on the paper, largely because of curiosity, 
‘specially since you began to analyze the situation 
at the time, referring to experimental neurosis 
created, etc. When I tried to write, I could hardly 
hold the pencil since I was shaking so violently. As 
you well know it turned out to be a child’s scrawl. 
I had difficulty in getting out every single letter. 
I just ‘could not get it out.’ All through this per- 
formance, I kept murmuring to myself that the 
SEPTEMBER, 1947 
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whole thing was ridiculous, especially the tremors 
and trembling which affected my entire body. 
Finally in exasperation, I murmured ‘what the hell’ 
and ended my name wrong against my will. When 
I did this, the trembling immediately ceased and 
I felt kind of relieved. Someone then asked me to 
misspell my name again and I could do it with no 
trouble. 

“After this I felt tired because of the strain of 
concentration and trembling. But‘sure enough, on 
my way home from school on the train, I felt very 
gay and lively, in spite of the fact that I was up 
late the night before and would ordinarily be tired. 
I was with some friends. I kept joking with them, 
inviting them to come out with me that night to 
‘tear the town apart’ and felt very contented as 
one does in the early stages of alcohol intoxication. 
When I got out of the subway, for some strange 
reason I ran all the way home and did not feel at 
all tired when I got there (and I’m hardly in good 
athletic form at this time). That evening I felt 
very well, not at all tired as I usually am (from a 
full day at school), and studied very efficiently. 
When I turned in I was not tired and I think I 
could have worked efficiently the entire evening. 
(We'll have to try this again before finals.)” 


In this subject a posthypnotic suggestion to mis- 
spell his name created a conflict, since it was op- 
posed to his common sense. He considered the 
suggestion silly and he resented seeing his name 
misspelled. Yet he felt obliged to obey the com- 
mand compulsively. He attempted at first to avoid 
the conflict by refusing to awaken. My suggestion 
that he need not write his name inaccurately was 
sufficient to arouse him, but he felt obliged never- 
theless to react to my first command. He attempted 
unsuccessfully to resist the command by partial 
paresis of his right arm. The paresis was, of course, 
produced by forces outside of his awareness as were 
the shivering and muscle tremors. 

Some psychosomatic problems appear to be mani- 
fested as a disturbance of a specific organ, rather 
than as a generalized physiologic reaction such as in 
the above cases. This was illustrated during the 
hypnoanalytic treatment of an alcoholic patient, in 
the course of which a conflict engendered by a 
transference reaction manifested itself in the form 
of a gastrointestinal symptom. During the early 
part of treatment the patient was carrying on a 
clandestine love affair of which he felt so guilty 
that he failed to mention it to me. One of the 
reasons was that the young lady in question was 
also an alcoholic who helped goad him on to exces- 
sive drinking. One evening I received a telephone 
message from this young woman, who confided to 
me her relationship with the patient, and declared 
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that the latter had proposed to her the evening 
before. She also mentioned that she and the pa- 
tient had engaged in excessive drinking and that 
on the evening before they had escaped a serious 
auto accident by a narrow margin. 

When the patient came to my office the following 
day, he took pains to explain to me that he had 
gone to bed quite early the evening before, a state- 
ment that was in contradiction to the actual facts 
as revealed to me by his fiancee. Because I did not 
wish to jeopardize the relationship, I decided not 
to question him about his love affair. Under hyp- 
nosis, however, while in a deep trance state, he 
suddenly mumbled her name. I took this oppor- 
tunity then to question him about the young 
woman and asked him whether it were not true 
that he had been out with her the night before. 
He admitted this and then confessed carrying on 
an affair which he desired to conceal from me be- 
cause he intended to break up the relationship 
anyway. He stated: “She’s a mess, she’s been after 
me for a long time. I try to avoid her as much as 
possible. Last night she called me up. I was lonely, 
but I didn’t really want to see her. She calls me 
up all the time.” When aroused he showed no 
particular reaction to the trance events. 

The next day he complained of abdominal pains 
which, he remarked, had started during the night 
time and had kept him awake most of the night. 
He was certain that the pains were caused by a 
Chinese meal he had eaten the night before. How- 
ever, he confided that following the last session he 
was for some reason very troubled and preoccupied, 
although he was unable to understand why. Be- 
fore going to bed he felt especially jittery. During 
the night his stomach symptoms appeared and he 
awoke in the morning feeling depressed. He could 
not understand why he felt depressed because 
nothing unusual had happened. 

Under hypnosis I gave the patient the suggestion 
that if there were reasons for his depression, they 
would become more apparent to him while he was 
asleep. After a few minutes he remarked: “I 
had a dream last night that I forgot . . . I dreamt 
it again. I suddenly remembered it. It’s just tied 
off ... that’s all... he tied my stomach off 
it's the doctor who operated on me . . . he oper- 
ated on me last night. First, it’s about the ether 
. . » he wanted to give me ether twice and I didn’t 
want that. I believe in spinal anaesthesia .. . I 
get sick with ether. Then he came in there and 
said he would give me ether, so I got up and 
knocked him down. He said I had enough ether, 
so I knocked him down again. Last night he tied 
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my stomach up so I couldn’t digest my food , , , 
these sutures they use . . . fortunately they don't 
last too long and I will probably be able to eg 
again. I figure that if I’m good and sick he won’ 
give me any more ether . . . that’s what it is . , , 
If I’m good and sick and my stomach is sick, he 
won't give me any more ether . . . this was in that 
hospital.” 

I then gave the patient the suggestion to dream 
of his actual feelings toward me. In response to 
this he stated: “Your’re the doctor in that dream 

. you could help me, but I’m afraid you don't 
trust me. We used to walk together, step by step, 
but you’ve got other interests. We don’t talk about 
the same things. Maybe you treat someone else in 
my family. Maybe you treat my girl friend. You 
talked about her. Maybe I shouldn’t expect you to 
devote your time to me. I guess you've got some 
one else. We are not together. I fixed that damned 
woman good. I called her up Friday night. I told 
her any affection I had for her was all over. I was 
mad that she called you. She must have called you 
because you knew of her. I realized something was 
funny when you mentioned her the other day. | 
felt you didn’t trust me. I felt you didn’t believe in 
me. Maybe my mother called you, and then that 
woman. I felt you were on their sides and then | 
got this nervous stomach.” 

It seemed apparent that the patient’s stomach 
symptoms had followed the dream which was stim- 
ulated by the feeling that I did not trust him and 
must have rejected him for his actions. It appeared 
interesting that he had repressed the dream com- 
pletely, possibly because it involved acknowledg- 
ment of hostile attitudes toward me, which he 
could not admit in the waking state at this particu- 
lar phase of therapy. It seemed to me at the time 
that his stomach symptoms were a response 10 
feelings of abandonment and, in order to check 
this, I gave him a suggestion that he would regres 
in the trance state to a period in his life when he 
had last had a very bad stomach complaint. 

The time to which he regressed was three yeas 
prior to his coming to see me, when, in respons 
to difficulties he had gotten into with the law, his 
family had become infuriated with him. He de 
clared he was certain no one was on his side, that 
he was all alone, that his mother and father would 
never again accept him. He complained of severt 
pains in the abdominal region. 

I then gave him a suggestion that he would g0 
back to that time in his life when he first had his 
stomach illness. He shook his head and declared 
that he did not want to be a little boy again—that 
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he did not like being a little boy. Nevertheless, 
after a while he appeared to have followed my sug- 
gestion. When he talked to me his language was 
yery childish, but he was unable to tell me how old 
he was. He declared that he was not yet at school. 
He said “Daddy’s away . . . Mummy’s there, but 
she’s not around. Nana .. . I don’t like her a bit. 
She takes me away from Mummy. My stomach 
hurts. It feels awful. I vomit. It feels awful.” 
Saying this he writhed around on the couch, hold- 
ing his stomach. He shouted, “Everything is black 
... 1 want my Mummy!” I then suggested to him 
that Nana was away, that his mother was holding 
him on her lap. I asked him how he felt. He 
smiled and said, “It’s soft, it’s nice.” Then he 
moved his lips as if he were suckling. I asked him 
how his stomach felt. He replied, “It feels good. 
| feel hungry.” 

From material brought up later in analysis, the 
patient had felt rejected by his mother and had 
attributed her securing a nurse for him as abandon- 
ment. From time to time he had had gastro- 
intestinal complaints which were related to a fear 
of abandonment and rejection. 

When the patient awoke, he did not remember 
the incidents that had occurred during hypnosis. 
He remarked, “You know, my stomach was upset 
when I came in here. It felt pretty terrible, but 
right now it feels marvelous. I wonder what you’ve 
done to me. It feels as if I never had any difficulty 
with my stomach. It feels all gone like magic. I 
wonder if my stomach is nervous, an indicator of 
this tension. You know, come to think of it, I had 
afunny dream last night, of a doctor operating on 
my stomach. Actually, I cannot stand either ether 
or gas. In the dream I was having an argument 
about taking the anaesthetic. The doctor was mad 
atme. He tied my stomach off. It’s a funny thing 
that I did not remember the dream.” 

This patient demonstrates how emotional situa- 
tions inspired by relationships with other people, 
can reflect themselves in disturbances of organ func- 
tion. In his case a severe trauma had been inflicted 
upon his security system during his early relation- 
ship with his mother. Rejection and fear of aban- 
donment by his mother reflected themselves in 
eding disturbances and gastrointestinal symptoms. 
These repeated themselves later in life under situa- 
tions symbolically representative of rejection by per- 
“nages on whom he was dependent. An interview 
with his parents revealed that he had a severe feed- 
ing problem as an infant with intolerance of milk, 
Yomiting and colic. This would indicate that his 
SEPTEMBER, 1947 
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oral difficulty started long before the age to which 
he had regressed in hypnosis. 

A large group of psychosomatic symptoms appear 
to serve protective or defensive functions against 
anxiety. This is illustrated in the case of a patient 
who was being treated by hypnoanalysis and who 
had started to become cognizant of the hostility he 
harbored toward his father. The hostility was, to a 
large extent, unconscious, being covered up by a 
facade of submissive character traits. He expressed 
a profound admiration of authority in general and 
of his father in particular. 

In order to bring his attention to his unconscious 
attitudes, he was given under hypnosis, at a time 
when he exhibited a favorable transference reaction, 
the suggestion that he would dream of his deepest 
feelings toward his father. The next day he walked 
into my office limping, complaining that his right 
leg had become stiff and that the symptoms had 
increased during the morning. He attributed his 
difficulty to straining his leg while carrying an item 
of furniture up the stairs the evening before. 

Under hypnosis the patient was instructed that 
if he had had a dream the evening before, he would 
dream the identical dream and reveal it to me. 
After a few minutes he remarked: “I just had a 
horrible dream. I drove Mother and Father up to 
this place and I was driving fast. They asked me 
not to. We had an awful accident; my father was 
killed. I see my father’s face, dead. I am not dead. 
I should have killed myself instead.” The patient 
was wringing wet with perspiration and, as he 
talked, I noticed that his right leg was jerking 
back and forth. I asked him what this signified. 
He remarked, “Putting on the brake.” The stiff- 
ness in his leg apparently was an attempt to undo 
the damage he had done to his father in the dream. 

When I explained to the patient how it was pos- 
sible for him to have had hostile attitudes toward 
his father which he had misidentified with actual 
murder attitudes, his right leg suddenly relaxed. 
After awakening he observed with surprise that the 
stiffness had disappeared from his leg. Immediately 
thereafter he repeated the dream to me. 

In this case a psychosomatic symptom, spasm of 
the leg, served to neutralize guilt, symbolically wip- 
ing away the damage he had inflicted on his 
father in his dream. It served also to help repress 
the dream from consciousness in order to avoid 
his becoming aware of his hostile attitude. 

The defensive significance of certain psychoso- 
matic symptoms is also illustrated by a patient suf- 
fering from conversion hysteria in whom I created 
an experimental conflict similar to that in the first 
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two cases reported; namely, that he would, when 
he awoke from the trance, have an irresistible de- 
sire to eat a bar_of chocolate on a table nearby, and, 
at the same time, feel that his morals would prob- 
ably prohibit him from so doing. 

Upon awakening he showed extreme equanimity 
and there was not the slightest indication in his 
free associations that he had reacted to the conflict 
situation. After a number of minutes, when it 
seemed apparent that the conflict had had no effect 
upon him, I asked him whether he would like to 
have a bar of candy. The patient shook his head 
and then deliberately changed the subject. He in- 
terrupted me several times when I talked on the 
subject of candy. I finally asked him to hand me 
the candy on the table near him. He turned his 
head, looked at the table and remarked, “What 
candy?” “Why the candy right next to you,” I 
retorted. “There is no candy there,” he replied, 
“Are you kidding?” I walked over to the table, 
lifted the bar of chocolate in my fingers and said, 
“Why here it is.” He looked at my hand with a 
puzzled expression on his face. “You do not have 
anything in your hand,” he retorted. When I at- 
tempted to hand him the chocolate, he refused to 
reach out for it. I threw the candy down on the 
table. He heard the sound of something landing, 
but was not able to see what had caused the sound. 
He said, “I suppose you think I’m crazy, but I 
don’t see anything.” The negative hallucination 
for the candy lasted almost twenty minutes, at the 
end of which time he spontaneously remarked, 
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looking at the table, that there was a bar of choco. 
late there. Nevertheless, he refused to eat it, ration. 
alizing his refusal on the basis of having shortly 
before had a full meal. 


SUMMARY 


A group of cases are presented in whom an up. 
conscious conflict, deliberately or accidentally pro. 
duced during hypnosis, created psychosomatic symp. 
toms which could be traced directly to the conflict, 
and which disappeared when the conflict was te. 
solved. Some of the symptoms were random physi- 
ological manifestations of tension and anxiety, 
Others were purposeful reactions which served 2 
symbolic function as an expression of a conflict 
or as a defense against it. 
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NEW YORK SOCIETY FOR SPEECH AND VOICE THERAPY 


Announcement has been made of the formation of the New York Society for Speech and 
Voice Therapy, Inc. The Society has been organized to promulgate the most modern knowledge 
and to stimulate further studies concerning speech and voice disorders, their underlying causes 
as well as their treatment. The board of directors is made up of experts in the field; eminent 
scientists from closely related fields will serve in an advisory capacity. The Society’s President 
is Dr. Emil Froeschels. The Society will sponsor monthly lectures on subjects of scientific and 
practical interest in the field of speech and voice therapy. These lectures will be accompanied 
by actual demonstrations of clinical cases. 

There are two kinds of membership in the Society: General and Supporting. According 
to the By-Laws, General membership is open to all persons who are interested in the practice, 
study, or teaching of speech and voice therapy and who, in addition, have any of the following 
qualifications: (1) A degree from any recognized college or university in speech or an allied 
subject; (2) A degree in medicine from a recognized institution; or (3) A position teaching or 
pursuing the clinical study of speech and/or voice defects in a recognized institution. 
Supporting membership is open to all persons of good moral conduct who are interested in the 
work of the Society. Application for membership should be directed either to Dr. Froeschels, 
133 E. 58th St., New York 22, N. Y., or to Dr. D. Weiss, 10 W. 65th St., New York 28, N. Y. 
Chairman of the Membership Committee. 
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ANNUAL MEETING 





AMERICAN SOCIETY FOR RESEARCH IN PSYCHOSOMATIC PROBLEMS 
Program Announced for Fifth Annual Meeting 


The Program Committee of the American Society for Research in Psychosomatic Problems 
has released the following tentative plans: 

The place of the meeting: Chalfonte-Haddon Hall, Atlantic City. 

Saturday morning, May 1, 1948, will be given over completely to the reading of short papers. 
The Committee will welcome any experimental or clinical studies of a psychosomatic nature. 
A suitable number of papers will be selected which can be read in approximately 15 to 20 


minutes each. Others, if acceptable, will be read by title. Manuscripts should be sent, not 
later than December 1, 1947, to: 


Dr. Carl Binger, 

Chairman, Program Committee, 
714 Madison Avenue, 

New York 21, New York. 


Saturday afternoon, May 1, 1948, will be devoted to problems in Pediatric Psychiatry. Further 
announcement will be made about this session. 

Saturday evening, May 1, 1948, will be devoted to a round table discussion on Methodology. 
Attendance at this session will be limited to members only. 

Sunday morning, May 2, 1948, will be devoted to considerations on Diabetes. 





RESIGNATION OF DR. R. R. SPENCER OF NATIONAL CANCER INSTITUTE 
ANNOUNCED; DR. SCHEELE TO TAKE HIS PLACE 


The resignation of Dr. R. R. Spencer as Chief of the National Cancer Institute of the 
U. S. Public Health Service to be effective July 1 was announced at the quarterly tneeting of 
the Institute’s National Advisory Council, in Bethesda. At the same time, Dr. Thomas Parran, 
Surgeon General, informed the Council that Dr. Leonard A. Scheele, formerly Asst. Chief 
of the Institute, would succeed Dr. Spencer. Simultaneously, the appointment of Dr. A. C. Ivy, 
Vice President of the University of Illinois and one of the country’s leading physiologists, to 
fill the empty post of Executive Director of the National Cancer Advisory Council was 
announced. Dr. Ivy succeeds Dr. George M. Smith, Professor Emeritus of Yale University, who 
resigned some months ago for reasons of health. 

Dr. Spencer will direct the Institute’s greatly expanding program for professional training 
of young physicians in the diagnosis and treatment of cancer. At the same time, he will carry 
on a fundamental research project on the mechanism of cellular and species survival, which 
is definitely related to the cancer process. 

Dr. Leonard Scheele, who will take over the administration of the Institute as its new 
Chief, has been associated with the Public Health Service since 1933. During the five years 
prior to the outbreak of World War II he was a member of the staff of the National Cancer 
Institute and was concerned with studies in epidemiology of cancer, studies of end-results of 
cancer treatment, and liaison with the States and various medical organizations on cancer 
control. 
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Abstracts of Periodical Literature 


Grinker, Roy R. 
Psychiatric objectives of our time 


Psychosomatic interactions, such as aggravation of 
certain diseases by emotional stress and influence of 
physical disease on the mood of the patient, have been 
recognized and long known by physicians. However, 
modern psychosomatic medicine is not concerned with 
these phenomena but “with emotional etiology as the 
initial factor in a causal chain of functional events 
which may end in tissue disorganizations, which we 
call disease processes.” Subjective emotions are in- 
variably associated with concomitant physiologic mani- 
festations which, with our present-day methods, can- 
not always be detected. To remain in homeostasis, the 
living individual continuously reacts to stimuli with 
moods, motor and visceral activity. In our civilized 
society we are educated, from childhood on, to aban- 
don and repress many drives and impulses to react. If 
this takes place to an exaggerated degree, the soil is 
prepared for psychosomatic disease. Tension which 
cannot be discharged in affects or motor activity will 
go into visceral channels, cause symptoms and, ulti- 
mately, permanent tissue changes. 

“When no conscious feeling or expression is possible 
and somatic action is inhibited, only the visceral com- 
ponent of the emotion, which is not under control, 
is permitted activity. The result is a visceral expres- 
sion of the feeling, that cannot obtain conscious recog- 
nition.” Persisting for a long time and with increased 
intensity, it is experienced as “physical disease” and 
may result in permanent tissue changes. (The author 
presents several case histories to show this chain of 
events.) 

New responsibilities have arisen for psychiatry from 
the insight gained through the psychosomatic concept. 
During this war only 5 per cent of psychiatric patients 
comprised fully developed psychoses. The others were 
casualties of the stress they were not adapted to with- 
stand, without development of psychoses. “Psychiatry 
has now legitimately come to be considered much less 
concerned with ‘crazy people’ than with disturbances 
in stability, difficulties in attaining maturity, unhappi- 
ness in interpersonal relations and with psychosomatic 
syndromes.” 

The most important problem in this connection, and 
the most difficult one to solve, is that of adequate psy- 
chotherapy. The picture becomes less hopeless if we 
abandon as goals “grandiose notions of reorientation 
of the personality, rebirth or other magical processes” 
and try to achieve “improvement of interpersonal rela- 
tions and the betterment in the internal psychological 
and visceral functions.” 

But there are by far not enough psychiatrists avail- 
able; even with psychiatrists being trained in large 
numbers, still the greatest burden will be on the gen- 
eral practitioner. It is therefore essential that the 


practitioner acquire as much understanding as possible 
of the problems involved. It is the author’s belief that 
physicians “can be taught the techniques of preventive 
psychiatry and many procedures to be employed in 
early cases.” In view of the shortage of and the urgent 
need for trained psychiatrists, the different ways of brief 
therapy will have to be employed, and heroic short. 
cuts will have to be used. (A case is reported in detail 
to show one such approach, in a younger and more 
flexible person.) 

In the last part of the paper, the role psychiatry 
could play in the general striving of men for better 
understanding of themselves and each other is dis 
cussed; it is shown that psychiatry has indeed enor. 
mously much to offer, and might even lead in the 
search for peace and security—Canad. M. A. ]. 56: 153, 
1947. (Oscar Petzman) 


Switzer, J. L. 
The family physician is necessary 


The relation between doctor and patient often deter. 
mines the successful carrying out of treatment. Many 
specialists do not consider the patient as a whole and 
disregard the emotional aspects of the patient's ill 
ness. Because it is difficult for most patients to select 
the physician best qualified to diagnose and treat their 
particular ailments, the general practitioner still has 
an important place in medical practice. The patient is 
often willing to discuss his emotional problems, which 
are frequently important in causing his symptoms, with 
his family doctor where he will not do so with a spe 
cialist. Furthermore, it is more difficult for the spe 
cialist to develop a personal relationship with a patient 
than it is for the general practitioner who is th 
family doctor. 

A large percentage of the patients seen by the gem 
eral practitioner have emotional factors in their il 
nesses. The general practitioner usually has the first 
contact with these patients and is in a position to do 
them most good. It is therefore desirable that he bk 
psychiatrically oriented so that these patients may get 
early help. However, the general practitioner should 
recognize his limitations so that he can refer patienls 
to a psychiatrist when needed. 

The well-trained general practitioner should realize 
the importance and dignity of his position, and should 
be envied by, rather than be envious of, most spe 
cialists —Clin. Med. 54:127, 1947. (Ferpinanp Ferre) 


Talbot, N. B., Sobel, Edna H., Burke, Bertha S., lim 
demann, E., and Kaufman, Shirley B. 
Dwarfism in healthy children: Its possible rele- 
tion to emotional, nutritional and endocrine 
disturbances 
More than 100 abnormally short children were stud- 
ied, approximately 50 per cent of whom had developed 
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ABSTRACTS OF PERIODICAL LITERATURE 


dwarfism on an endocrine basis, apparently unrelated 
to heredity. The nutritional history of the majority 
of these children showed they had been difficult feed- 
ing problems, most of them from infancy. In one 
abgroup the mothers had been unable to accept and 
srform adequately their nurturing functions and 
were poorly adjusted to motherhood. The thin dwarfs 
were found to be more closely related to psychiatric 
and social difficulties than the well-nourished dwarfs. 
Pychiatric therapy was found to create improvement 
in appetite, in certain cases, leading to gain in weight 
and stature. In some cases, increased intake of food 
produced gain in weight but not stature. A theory is 
oesented regarding the relationship of pituitary de- 
ficiency to insufficient intake of protein. Under inade- 
quate diet, the organism apparently adapts itself to 
hypopituitarism, but then if diet improves the organ- 
sm may fail to resume normal pituitary function. 
Methyl testosterone administered by mouth was found 
to be helpful in inducing growth in such a case. The 
authors conclude that in the treatment of stunted 
growth correction of emotional and nutritional inade- 
quacies command first attention, and only when the 
correction of these factors fails to accelerate growth 
should hormonal therapy be undertaken —New Eng- 
land J]. Med. 236:783, 1947. (Mitton L. Miter) 


Deutsch, F., and Nadell, R. 
Psychosomatic aspects of dermatology with 
special consideration of allergic phenomena 


“In discussing the possible ways in which the psy- 
chosomatic entity of a neurotic skin condition may 
develop, the following suggestions are advanced: An 
individual is born with certain hereditary factors. As 
far as allergy is concerned, the concept prevails, and 
was again pointed out with good evidence in a recent 
study, that true atopy has a genetic basis. It is due to 
a non-specific dominant gene, meaning that various 
kinds of allergies are induced by specific modifying 
genes... . [There is] good evidence that the homo- 
zygous condition of the gene for allergy results in 
allergy before puberty, while the heterozygous condi- 
tion brings about allergy after puberty, if at all. Allergy 
means altered reactivity and represents an altered state 
produced by previous exposure and made manifest by 
subsequent exposure to the same substance, or from 
our point of view to the same psychosomatic factors. 
The disposition to react in the specific fashion may 
lie latent and produce no symptoms, since the differ- 
‘at components of this fusion may not always be 
activated.” 

Five cases of skin allergies are presented with long 
quotations from the interviews. The pertinent fac- 
‘ors are stated thus: 

“l) Skin symptoms in earliest childhood, probably 
mginating on a genetic basis. 2) Deviation or fixation 
of instinctual drives during the earliest psychic devel- 
‘pment, and fusion of these with the different sense 
Petceptions related to the skin. 3) Complementary 
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neurotic traits of the environment favoring the amal- 
gamation of the psychosomatic entity. 4) Development 
of a narcissistic and exhibitionistic personality pattern 
tinged with compulsive neurotic traits."—Nerv. Child 
5:339, 1946. (Louis Pau) 


Chapman, Wm. P., ef al. 


Measurements of pain sensitivity in patients 
with psychoneurosis 


Neurotic patients require essentially the same amount 
of stimulus to perceive cutaneous pain in the Wolff- 
Hardy apparatus as do normal subjects. Patients differ 
from controls in that statistically significantly less stimu- 
lation is required to cause a motor withdrawal reac- 
tion.—Arch. Neurol. & Psychiat. 57:321, 1947. 

(Louis Pau) 


Menninger, Wm. C. 


Lessons from military psychiatry for civilian 
psychiatry 


Civilian psychiatry will benefit by maintaining the 
close professional relationships with other fields of 
medicine that have been established in the army. The 
army psychiatrist learned to utilize clinical psycholo- 
gists and psychiatric social workers. In the army it 
was proven that effective treatment could be done 
even with limited personnel when a treatment attitude 
prevailed. It was also proven that psychiatric patients, 
if treated early, have an infinitely better chance to 
recover. 

The three major therapeutic contributions were the 
improvement of group psychotherapy, experience with 
psychotherapy under sedation, and the development of 
a program of activities for neurotic patients. None 
of these were new, but each was elaborated and a mass 
of new experience accumulated. 

The army developed a method of recording diagnosis. 
This revision of nomenclature should be tested and 
tried in civilian psychiatry. Army experience led to a 
renewed appreciation of the importance of stress as 
a major factor in causing psychiatric casualties. The 
army psychiatrist returning to civilian life may find 
less appeal in the job of custodian in a politically man- 
aged state hospital, but will be eager for a dynamic 
psychiatry applied to a greater area of social need.— 
Bull. U. S. Army M. Dept. 7:4, 1947. 

(Morris W. Bropy) 


Minter, J. M. 
Subnormal intelligence in the maladjusted 
naval trainee; problems in recognizing low 
intelligence 


The author concludes that an unduly high pro- 
portion of subnormal intelligence is found among the 
maladjusted recruits who are subsequently discharged 
from service for neuropsychiatric reasons. This is true 
even when mental defectives are excluded. Two group 
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studies are reported in which the greater incidence of 
low intelligence among dischargees is shown. Other 
evidence corroborating these studies is also given. 
Cases accounting for the increased weighting at sub- 
normal levels are most frequently termed inadequate 
personalities and low intelligence therefore appears 
to be one of the more constant attributes of such 
cases. 

Even though low intelligence would seem to be an 
important factor in adjustment failures, it is seldom 
recognized. When inadequates of subnormal intelli- 
gence are referred to the neuropsychiatric unit, the 
factor of low intelligence is not often noted. Also, in 
a group of cases where 95 per cent were of subnormal 
intelligence, only 22 per cent were noted as learning 
slowly by the company commanders. If low intelli- 
gence could be recognized with any degree of accuracy 
one might expect some correlation between reporst of 
recruits’ learning and intelligence. However, analysis 
of a large number of cases shows that there is no 
significant relationship between reports made of learn- 
ing in recruit training and intelligence.—U. S. Nav. M. 
Bull. 47:2, 1947. (Morris W. Bropy) 


Nesmith, H. D. 
Neuropsychiatric casualties 
division 


in an_ infantry 
The author concludes that the incidence of neuro- 
psychiatric casualties is lower when the tactical situa- 
tion is one of fast movement forward, and higher 
when the situation is static. The neuropsychiatric 
casualty should always be treated in a soldierly manner, 
emphasizing his duty to his country and to his com- 
rades. Individual evaluation of the patient is the best 
criterion for the therapy to be used. A flexible pro- 
gram must be used and no standardization of therapy 
employed. The education of line officers, especially the 
company grade officers, should include orientation in 
psychology and neuropsychiatric manifestations. The 
anxiety state with the multiplicity of psychosomatic 
symptoms is by far the most common occurrence in 
neuropsychiatric cases in the combat zone. Closer 
screening from a neuropsychiatric angle should be done 
on men to be sent overseas as replacements in a combat 
unit. A man should be given the more pertinent facts 
concerning the situation before being committed to 
combat. Weather plays a definite role as a causative 
factor. Neuropsychiatric casualty incidence is inversely 
proportional to the quality of leadership, the discipline, 
the morale, and the esprit de corps found in an organi- 
zation, and the main emphasis should be on leader- 
ship.—Bull. U. S. Army M. Dept. 7:5, 1947. 
(Morris W. Bropy) 
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Requarth, Wm. H. 
Emotional disturbance encountered in carrie 
pilots 


Among fleet aviation the over-all incidence of marked 
anxiety is low because the average pilot; 1) has suf. 
cient education to rationalize his fears; 2) every flying 
man must become adapted to a certain amount of 
fear during training. 

Men who yield under strain can be classified into 
3 groups; 1) the neurotically predisposed; 2) normal 
stable individuals who, after being subjected to long 
strain, finally abandon the struggle; 3) men who up. 
consciously convert their fear into aggressive action, 
The most common symptoms of early fatigue are 
irritability, difficulty in falling asleep, and mild gastro 
intestinal symptoms. The author also discusses pre. 
vention of mental disturbances emphasizing the im. 
portance of selection, morale and leadership—U, §. 
Nav. M. Bull. 47:2, 1947. (Morris W. Bropy) 
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Book Reviews 


Anti-Semitism, A Social Disease 
Edited by Ernst Simmel et al. 


This book is the published record of a psychiatric 
ymposium on anti-Semitism held in San Francisco in 
june, 1944. It is a collection of papers, written by ex- 
gets, each dealing with a special phase of the problem. 
itis inspired by the meritorious hope of penetrating the 
rationality of modern anti-Semitism through psycho- 
analytic understanding. Credit is due Max Horkheimer 
for his part in encouraging this group study. 

The contributors represent several interrelated disci- 
lines: sociology, social philosophy, psychology, psy- 
choanalysis. The table of contents gives a fair idea 
of the scope of the book: Preface (Gordon W. 
Allport); Sociological Background of the Psychoana- 
lytic Approach (Max Horkheimer); Elements of a 
Psychoanalytic Theory of Anti-Semitism (Otto Feni- 
chel); Anti-Semitism and Mass Psychopathology (Ernst 
Simmel); On Some Religious Motives of Anti-Semitism 
(Bernhard Berliner); Anti-Semitism and the Psycho- 
pathology of Everyday Life (Douglass W. Orr); The 
AntiSemitic Personality: A Research Report (Else 
Frenkel-Brunswik and R. Nevitt Sanford); Anti- 
Semitism and Fascist Propaganda (T. W. Adorno). 

This is an important book. Anti-Semitism is a dra- 
matic expression of mass irrationality. Mass mental ill- 
ness today jeopardizes the roots of all civilization. To 
quote from the book itself: “Anti-Semitism is not a 
problem which concerns only the Jews. True, it has 
wst millions of Jewish lives, but . . . anti-Semitism 
must be a manifestation of a pathological mental proc- 
ws, leading to the decomposition of society and the 
destruction of the anti-Semites themselves .. . ‘anti- 
Semitism is the vertical invasion of society by the 
barbarians’ (quotation from Rathenaus) . .. Anti- 
Semitism is a malignant growth on the body of civili- 
zation.” 

Outstanding interest in this collected work naturally 
fests with its psychoanalytic contributions. Fenichel 
illuminates the unconscious, irrational trends in the 
individual anti-Semite, which motivate the attack on 
the Jew. Here, he states unequivocally, “The first 
problem again must be to find the rational part of 
these accusations. Actually, there is none.” In relation 
to the anti-Semite’s tendency toward projection, he says 
% follows, “For the unconscious of the rioters, the Jew 
presents not only the authorities whom they do not 
are to attack, but also their own repressed instincts 
which they hate and which are forbidden by the very 
wthorities against whom they are directed. Anti- 
Semitism is indeed a condensation of the most contra- 
dictory tendencies: instinctual rebellion directed against 
he authorities and the cruel suppression and punish- 
ment of this instinctual rebellion. Unconsciously, for 
the anti-Semite, the Jew is simultaneously the one 
against whom he would like to rebel and the rebellious 
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tendencies within himself. And a racial minority such 
as the Jew is especially suited to act as a carrier of this 
kind of projection because of its archaic and emphatic 
foreignness.” 

He points to the following qualities of the Jewish 
stereotype: The Jew is both socially isolated and 
strange; he is both holy and accursed; he is both god 
and devil; the Jew represents the ever-present danger 
of retaliation from authority which is feared; the Jew 
represents mental superiority and physical inferiority; 
the Jew is a degraded, strange god, an animal—he is 
ugly, he is crippled, he is circumcised. 

But all this by itself does not produce anti-Semitism. 
This is merely the irrational psychologic disposition 
out of which anti-Semitism can be created only under 
special conditions, namely, “mass discontent and a 
revolutionary mood.” Without such social conditions, 
mass anti-Semitism does not erupt. This is the crux 
of the whole problem. The psychologic factors do not 
represent a “cause” but merely a precondition. 

This fundamental qualification regarding the im- 
portance of certain basic emotional dispositions in the 
individual anti-Semite leads logically into Simmel’s 
paper, which focuses exclusively on the mass psycho- 
logic aspects of anti-Semitism. Here Simmel signifi- 
cantly points out that, strictly speaking, the dynamics of 
this phenomenon signify not mass neurosis but mass 
psychosis. According to Simmel, this is a group psy- 
chologic reaction which, under pathologic conditions, 
brings about mass delusion. “Anti-Semitism is parallel 
to the building of a delusion in the effort to repair the 
ego of a recovering psychotic.” He points out the simi- 
larities between anti-Semitism and an irrational para- 
noid crusade in which the Jew is treated as a persecutor. 
The more unreal the accusation, the more primitive 
the aggression. Reality is denied and unrestricted de- 
structiveness emerges under the spell of a delusion. He 
points out that anti-Semitism is an aggressive reaction 
to danger in the individual’s relation to society. He 
emphasizes the importance of the secondary gains of 
ego-inflation, superiority, belongingness to the com- 
munity, which holds the superior value and indicates 
that the pattern of secondary emotional gain points to 
weakness and a certain lack of ego-strength in the 
anti-Semite. The anti-Semitic reaction therefore repre- 
sents a pseudo-adaptation to distorted reality and con- 
stitutes a regression to an earlier stage of character inte- 
gration. He suggests that regressive, destructive beha- 
vior emerges when normal repression fails. The quality 
of destructiveness which emerges is the impulse to de- 
vour the hated object. Another expression of this ag- 
gressive reaction is reflected in the inadequacy of the 
reactions of conscience. 

The pattern of the reaction involves the subordina- 
tion of individual ego-integration to a regressive pat- 
tern of collective ego-behavior. In this connection he 
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says, “The submergence of ego into the group enables 
him to overcome actual infantile impotence toward 
reality. He substitutes the power of the crowd. By way 
of a mass psychosis he returns to reality in a pathologi- 
cal way. .. . Further, in a collective psychotic mind, 
regression is secondary and occurs only temporarily. 
The ego saves itself from individual regression by re- 
gression collectively. By a flight into mass psychosis the 
anti-Semite escapes not only from reality but from indi- 
vidual insanity. In this reaction the Jew becomes the 
symbol of the external conscience for the anti-Semite.” 

Several significant questions are stimulated by this 
direction of theoretical speculation. First, can those 
individuals who respond to group pressures in this 
manner be considered psychiatrically normal? * In this 
respect, Simmel seems to contradict himself. At one 
point, he implies that the average anti-Semite may be 
a “normal, well-adapted person.” Yet, at a later point, 
he states unequivocally that this pattern of regression 
and utilization of anti-Semitism for purposes of sec- 
ondary gain reflects serious weakness in reality adapta- 
tion, ego-integration, and conscience function. 

In order clearly to understand this phenomenon it is 
necessary to explore in two directions. First, what spe- 
cific individual dispositions represent a basic necessity 
for the emergence of this group reaction? Second, what 
distortions in the social pattern attack the security of 
the individual in such a manner as to call forth this 
group response? Psychoanalytic studies of individual 
anti-Semites, conducted by this reviewer, suggest 
strongly the existence in such persons of intrinsic char- 
acter weakness; the anti-Semitic hostility reaction is ex- 
ploited in the service of compensating intrinsic per- 
sonality deficiencies. The interaction between these ego 
weaknesses and the distorted cultural pattern which 
sanctions irrational aggression brings forth the mass 
attack on the defenseless minority. This phenomenon, 
particularly the political anti-Semitism of. our era, can 
only be understood in terms of the crucial disintegra- 
tive changes currently taking place in our society. 
Simmel points out that anti-Semitism has been flagrant 
only when the security of the individual and society 
are shaken by catastrophic events. These events lead 
to panic. Panic leads to anti-Semitic destruction. 

I wish to comment on one other consideration. Sim- 
mel states that anti-Semitism has in it a latent homo- 
sexual complex. It produces hate as a defense against 
love, as a defense against oral dependence. He theorizes 
that hate, phylogenetically, is an earlier form of be- 
havior than love. He speaks of it as the predecessor 
of the capacity to love. He reduces the psychology of 
“calumny and defamation” to what he calls “the de- 
vouring instinct.” Many analysts will question first 
whether hate and love do not derive from the same 
essential source, and would feel that the capacity to 
love is as intrinsically human as the capacity to hate, 
and that the anti-Semite, in an effort to repair his 


* The psychiatric “normal” and the sociologic “normal” 
are, of course, not identical. 
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own damaged ego-integrity, will attack something oy 
side himself, the Jew, with all the forms of primitive 
aggression at the disposal of his particular character 
structure. Thus infantile aggression in all its varied 
guises erupts. This behavior reflects a striving fo 
mastery of the victim in preparation for his destrye. 
tion—through eating, and by other means as well, 
The concentration in this review on the two maip 
psychoanalytic reports in no way detracts from the 
value and interest of the other papers, by Horkheimer, 
Berliner, Orr, Brunswik and Sanford, and Adorno, 
Many readers will disagree with some of the theo. 
retical constructions of the authors. This is of litte 
importance, however. The contribution has immense 
value in stimulating new lines of research in the prob. 
lem of irrational prejudice. This should open the way 
to a broader field, a science in social psychopathology, 
If we are to preserve mental health on a community. 
wide basis, that is an urgent necessity—New York, 
International Universities Press, 1946, 140 pp., $2.50. 
NaTHAN W. AcKERMan, 


The Philosophy of Insanity 
Anonymous 


The Philosophy of insanity opens with a well-written 
introduction by Dr. Frieda Fromm-Reichmann. She 
points out that the book, written about 1860 by an 
anonymous inmate of an insane asylum, contains “so 
much of the wisdom which modern psychiatrists and 
lay people have still to learn and to teach today.” 

I have read the book twice and can only admire this 
writer. It probably will not belong to the best-seller 
class but rather to the best-written class. At the same 
time as this is the story of an inmate, it is also the 
story of psychiatry as it was practiced about one hun 
dred years ago. This was the time when there was 
little or no insight into psychiatric disorders nor into 
any scientifically founded treatment. 

It is astonishing to read what this inmate has to 
tell us about the manner in which insanity may arise: 
“I suspect that grief or disappointment, irregularity of 
living, especially want of sleep, may have a greater 
tendency to induce mental derangement in such than 
if they had never been thus afflicted” (p. 23). 

As to his own story, he says that his home life was 
unhappy, having been rejected by his father. Later 
on he developed anxieties, was fearful and frightened 
and had imaginings, a development which finally led 
into a flourishing psychosis. He was then brought to 
the insane asylum, probably suffering from schizo 
phrenia. But his condition there became aggravated, 
so his wife had him discharged and he resumed his 
place in the family while she went to work. He was 
cared for by his family and given employment by @ 
friend of his. “Instead of finding fault with my short 
comings they encouraged me to persevere,” he says 
(p. 22). No doubt that whatever treatment he received 
in his family, it was at least some sort of psycho 
therapy. 
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Thirteen years later he went back to the asylum of his 
wn accord but stayed there only for six weeks, at 
which time he was permitted to visit his family. A 
few weeks more and he was out of the asylum. 

It is apparent from the very start of his book that 
his man was a philosopher, taking his own philosophy 
fom much of the suffering he had sustained through- 
wt the years. As a matter of fact, what he writes is 
«pressed with so much introspection that at times one 
ys the impression of reading some of the passages by 
Soren Kierkegaard. 

This anonymous inmate, having been insane, writes 
the following: “To enjoy happiness is the aim of us 
i, but the greatest amount of it is to be gained by 
giving to confer happiness on others. Devotion to 
gif brings but a miserably small return; but when our 
ations tend to raise joyful feelings in the hearts of 
thers, these feelings are reflected back upon ourselves, 
multiplied, and magnified” (p. 29). 

What he has to say about fanaticism should be writ- 
walls of all educational institutions: 
‘What I desire to advocate is temperance—rationality 


ten upon the 


in religion; when it overflows these bounds, it is 
unfitted for, it is destructive of, the nature of man; 
and instead of a staff to support the weak it becomes 
1 spear on whose sharp point peace bleeds and hope 
expires” (p. 41). 

However, this is only a small part of the book. Most 
interesting is the chapter, Knowledge Necessary for 
the Preservation of Bodily and Mental Health. The 
wthor points out that where sickness and pain is 
present the mind participates. If it is that diseases in 
most cases may not produce “a maniac nor a fool,” yet 
inno case does it avoid influencing the mind. 

He stresses the importance of knowing the internal 
structure of the body. He talks about the intimacy 
vetween body and mind and points out that “in our 
schools these subjects seem quite ignored.” If this 
author didn’t know anything about motivation, then 
none of us know. 

He writes: “Some virtuous feeling may be strong— 
push itself forward and be ignorantly nursed till it 
pushes us into crime—some blessing petted till it be- 
comes a curse. Diseased benevolence can overpower 
honesty and make a man a thief. Caution can be 
dtbased into cowardice and a desire to please—end in 
making its ignorant possessor a liar and a hypocrite” 
(pp. 44, 45). It is most startling to find the author 
wrmising that besides the brain, other organs are “pow- 
fully and painfully acted upon by the mysterious 
agency named soul, spirit, intellect, or mind” (p. 45). 
He emphasizes that in states of anxiety and deep grief, 
the pain lies immediately below the diaphragm. 

Sometimes the reader has the impression that the 
wthor has some inkling of the presence of the un- 
conscious. When he says, “Few diseases pounce upon 
Ws all at once; the most deadly, like the rattlesnake, 
generally sounds a warning note, which emphatically 
tlls us to beware or prepare” (p. 45). He goes on to 
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say that the stomach is the most important organ in 
the human frame, and it is more frequently found in 
a state of disease than any other portion of our body. 
He points out that the stomach is the organ that is 
least protected. The brain is protected by the skull, the 
heart is-shielded by the breast, but the stomach is ex- 
posed “to the tender mercies of man.” To read this 
chapter is to read about psychosomatic medicine of 
today. Of course, as every writer of that time, he, too, 
was influenced by the concept of phrenology. Never- 
theless, the chapter about the relationship between 
mind and body is classic. 

It is interesting to note the author’s ideas concerning 
epilepsy and periodical madness. His remarks about 
precocious children, and how to prevent them from 
developing a psychosis is enlightening. For instance, 
he writes that precocious children should not be given 
an education before 7 or perhaps 8 years of age and 
that their curiosity, which stems from the exaggerated 
development of their mind, should be carefully and 
kindly repressed. Today, as a rule, we encourage 
mentally advanced children to develop their intellec- 
tual capacities, instead of curbing them. 

That this author had a great deal of insight into 
the causes of a psychosis can be shown by the fact that 
he indicates, “insanity can proceed from pride and self- 
esteem.” We know that injured self-esteem can be 
one factor leading a person into a psychosis. 

Most significant are the tables showing the causes of 
insanity in the asylum. Of 115 males, 15 of them were 
clerks and 12 were laborers. Of 89 females, 15 were 
domestic servants, 26 were ladies, 26 were tradesmen’s 
wives and daughters, while there was only one female 
millworker (p. 63). 

The author observes: “Servant girls are better 
lodged, better fed, work in a much more pure and 
wholesome atmosphere, and by being, as it were, house- 
hold slaves, are compelled to be more regular in their 
habits than their comparatively free sisters of the cot- 
ton mill... .” (p. 61). All of this may explain the 
higher incidence of psychosis. In the list of males, 
clerks seem to have the same position as domestic 
servants among females. 

It was in 1860 that this man recommended that 
patients suffering from mental disorders should be 
given suitable reading material and that female pa- 
tients should do needlework in order to relieve their 
tensions. 

Dr. Fromm-Reichmann deserves great merit for hav- 
ing called the attention of the public to this book. She 
has kindly informed me that the book was discovered 
by a friend of hers. Dr. Fromm-Reichmann has used 
the book in her own lectures on the Assets of the 
Mentally Handicapped, at Washington School of Psy- 
chiatry. 

“Philosophy of Insanity” can be read and reread. 
It is written in a modest way, humanely and clearly, 
full of affection and love. Indeed the man who wrote 
this book must have had a deep and sincere belief in 
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all human kind.—New York, Greenberg, 1947, 116 pp., 
$2.50. 


Davin ABRAHAMSEN. 


Technique of Psychoanalytic Therapy 
Sandor Lorand 


The title of a book is important, for it creates expec- 
tations. In this case, the reader is likely to feel some 
disappointment. This volume does not deal extensively 
with the intricate problems of psychoanalytic “tech- 
nique.” Actually, 
“technique,” in the sense of strict adherence to tradi- 
tional analytic procedure, is no longer important. 
“Technique,” in a quite different sense, must grow ever 
more important; namely, the analyst’s capacity to make 
infinitely flexible and subtle adaptations in his thera- 
peutic art, in accordance with a deepening knowledge 
of the needs of each individual patient. 

Since the author of this treatise has had a wide 
experience in psychoanalytic practice and in the train 
ing of physicians in psychoanalysis, his writings com 
mand respect. A book such as this should be judged 
on its merit, apart from any possibly misleading sug 
gestions of the title. 

This book is simply, humanly written. It reflects the 
earnest, candid quality of the author as teacher. Its 
emphasis is practical rather than theoretical. It deals 
with the more common clinical disorders which com- 
pose the daily practice of psychoanalysts; the usual 
forms of neuroses, sexual disturbances in male and 
female, character disorders, and depressive reactions. 
In addition, chapters are devoted to dream analysis 
and the problems of countertransference. The book is 
loosely organized. Much of the content is given over 
to illustrative case material; in fact, the book seems to 
be mainly the vehicle for the presentation of clinical 
histories. The author, though well aware of the dra- 
matic, theoretical controversies which rage in analytic 
circles today, does not choose to debate these issues. 
The book’s essential value, therefore, lies in the crystal- 
lization of the author’s extensive practical experience. 

In a book purportedly dealing with technique, one 
would like to see more systematic discussion of a 
number of questions: modifications in method cor- 
related with differences in character structure, and 
central defense patterns; techniques for balancing “ego- 
strengthening” against release of unconscious drives; 
the special handling of patients with infantile, poorly- 
organized egos; the educational role of the analyst; the 
means of coordinating analytic experience with current 
realities; the circumstances in which the analyst actively 
influences the patient’s environment; the means for 
encouraging real social experience of a type which 
will facilitate the patient’s growth. 

There are certain additional weaknesses in this book, 
unfortunately shared by other writers on psycho- 
analysis. First, as regards the ever-present problem of 
semantics, the descriptive language is inadequate. Some 
terms are used ambiguously, without precise definition. 


Perhaps there are good reasons. 
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Frequent overgeneralizations are made, sometimes qj 
too vaguely. The symbolism of unconscious medy 
nisms is interpreted too often in a stereotyped, seem 
ingly arbitrary manner. The sexual symbolism in th 
latent content of illustrative dreams is presented with 
out sufficient documentation from the patient's fre 
associations. One example of a loose, unsafe generaliz, 
tion is on page 68, where the author attributes entirely 
to an inadequate sexual life the feelings of inferiority 
shyness, dissatisfaction, unhappiness, and “many othe 
neurotic symptoms.” Another example of looseness of 
language, which makes for confusion, is a statement op 
page 22, in which conscious attitude is equated with 
ego. On page 66, another such generalization is th 
following: “Always think of a patient as a fearfyl 
badly behaved child.” Admittedly, neurotic adults d 
have childish ways. Nevertheless, an adult, even ; 
neurotic one, is not a child, though he may preserye 
some of the reactive patterns of the child. Frequently 
such an approach entails the danger of imparting t 
the patient a feeling that the analyst is talking dows 
to him. 

Despite these several weaknesses, the book make 
lively, interesting reading. There are two very goo 
chapters: Sexual Difficulties of Females; and Problem: 
in Counter-Transference. Undoubtedly analytic sw 
dents and practitioners will profit from the author’ 
practical wisdom with analytic patients—New York 
International Universities Press, 1946, 251 pp., $3.50. 

NatHAN W. ACKERMAN 


Modern Clinical Psychology 
Thomas William Richards 


The author of this book presents what he consider 
to be those data most relevant to the practice of “clini 
cal psychology,” or to the understanding of human 
personality. This imposing task has been undertaken 
in the space of approximately 300 pages. Opening 
chapters deal with the meaning of “clinical psychel 
ogy,” methods of psychologic appraisal (mainly the 
fundamentals of history taking), the approach to the 
patient, and the physical examination. The chapter 
on the physical examination seems to have been inserted 
in order to convince the reader that such an examine 
tion is desirable. It is the only chapter of the book 
which is primarily concerned with the somatic aspect 
of personality disorder, and it is but six pages in length 
In the ensuing chapters the author divides the sub 
ject material into the appraisal of capacity, of motive 
tion, and of control. Under the. first of these thre 
headings he discusses the cross-sectional analysis of pet 
sonality assets and liabilities. The bare fundamental 
of intelligence testing are mentioned, and limited 2 
tention is given to the problems of heredity, psycho 
logic growth, maturity, and ageing. Under the heading 
of motivation dynamic concepts are emphasized. The 
development of personality is outlined in terms of th 
teachings of Freud. Emphasis is placed upon clink 
use of the Minnesota Multiphasic Personality Inventor, 
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the Murray Thematic Apperception Test, and the 
Rorschach Test. Relatively extensive coverage is given 
to homosexuality (15 pages) and to heterosexual dis- 
wrbances (9 pages). Under the heading of control, 
primary attention is paid to the nature and effects of 
fear and, especially, anxiety. After warning the reader 
to beware of of the tendency to classify personality dis- 
orders too readily into clinical syndromes, the author 
proceeds to discuss hysteria and schizophrenia, stating: 
‘The two syndromes, hysteria and schizophrenia, stand 
x opposite poles of a continuum—a single variable of 
progression from extratension to introversion.” He 
then discusses other syndromes in the order in which 
they appear to him to be scattered along this con- 
tinuum: neurasthenia, psychasthenia, epileptic * beha- 
vior, paranoia, depression, and manic activity. The next 
chapter discusses the organic psychoses (“brain disease” 
gets a full page and a quarter), as well as the prob- 
lems of heredity and psychiatric disposition. The final 
chapter is given to a discussion of means of treatment 
wailable to the individual who is not trained medically. 
Throughout the book little attention is given to psy- 
chosomatic relationships. 

The author is not a physician, and the book is not 
written primarily for physicians. As stated in the 
preface: “The attempt has been made to write this 
book at about the level of the college junior, who has 
had at least a year of general psychology. Usually the 
student who takes clinical psychology is already spe- 
alizing; he is likely to be planning a career in psy- 
chological work. Despite this fact, it has been assumed 
that such a course would be of value also to the pro- 
gective physician, to the personnel consultant, the 
guidance counselor, or the psychiatrist, and the book 
has been written with these students in mind.” Obvious 
difficulties are involved in presenting to so diversified 
an audience a subject as extensive and complex as the 
understanding of human personality. The problem is 
like that which would be encountered by someone 
trying to write a short book on the general field of 
internal medicine for nurses’ aids, premedical students, 
general practitioners, and internists. Modern Clinical 
Psychology will appeal more to college juniors than to 
physicians. 

The author presents his material clearly and in easily 
tadable style. Numerous well-chosen illustrative cases 
ae included in the text—New York, McGraw-Hill 
Book Company, 1946, 342 pp., $4.50. 

NATHANIEL WARNER. 


Psychiatry for Social Workers 
Lawson G. Lowrey © 


It is indeed appropriate that Dr. Lowrey, who has 
erformed such pioneer service in bringing psychiatry 
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to social workers and social work to psychiatrists, 
should write this long-awaited volume of Psychiatry 
for Social Workers. He begins with a broad picture 
of the field of mental illness, utilizing statistics liberally 
and presenting them clearly to illustrate important 
points. 

In his preface, Dr. Lowrey states that his aim has 
been “to present the data in a manner which will 
help the social worker to a greater awareness of the 
type of personal disturbance she is dealing with in her 
client.” He advises the reading of “one of the stand- 
ard texts in connection with reading this volume since 
it is not intended that this shall be a textbook.” Psy- 
chosomatic implications of mental illness are 
developed in this volume although it is clear that 
Dr. Lowrey is well aware of their importance. There 


not 


is “no attempt to present psychoanalytic concepts and 
techniques except as they are necessary for the inter- 
pretation of clinical phenomena.” 

Dr. Lowrey continues: “The book aims to present 
the indicator symptoms of deviations in mental func- 
tioning with special reference to differential symptom 
pictures which help the social worker in her task of 
resching some conclusions with respect to the types of 
situation in which she needs expert advice, where spe- 
cial types of placement are necessary, or where she 
may safely undertake supervision of a treatment plan 
of her own.” 

Dr. Lowrey presents his material in a well organized, 
The volume is full of 


careful descriptions of symptom constellations, illus- 


comprehensive, readable style 


trated freely by case material. Several chapters treat- 
ing behavior disorders are particularly valuable to the 
social worker who has had less help from psychiatry 
with this group than with the psychoneurotic group. 
Suggestions and admonitions to the social worker are 
interspersed at various points. The fact that many of 
these suggestions carry a note of warning against too 
much of that independent handling by a social worker 
means, no doubt, that Dr. Lowrey has reason to feel 
that this is indicated. 

Dr. Lowrey’s stress on organic features is consistent 
with his stated purposes in writing this book. His data 
are presented (to quote from his preface again) to 
indicate “where she (the social worker) may and 
where she may not be of help.” The implication seems 
to be that it is in the latter area that “she” is in need 
of help. If this is the case, this volume provides an 
excellent and needed guide for “her."—New York, 
Columbia University Press, 1946, 337 pp., $3.50. 

Tessit D. BeERKMAN. 
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